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General backeround avd introductory remarls

Tn kecping with the overall theme of our Conference, it would be
relovant, T think, to wenticn fiver of all the health problems of the
peoplesof thn Comvonwealth Coribbean--the majority of whom ave the
descendants ¢f poosle wio were breught from Africa under slavery, or
as indentured laboureyrs frem Tneie, Portugal and China. These problems
may be sumnarized as follows:

test causes of siclnecs and death in the region resuit
directly from woor sanifary conditions,

-~ Chief dangers in the environment arise from insufficicnt
and nunsafe wiater svvplies follotcd by insanitary sewage

ai SPo :"'t:.l.i. .

- 2C to 307 of all deaths in the Caribbzan are auo to communi=-
cable diserses, with one=third of these deaths requltlnf

from disezscs that could easily be pravented.

w Combined malnutrition ard diarrheal dicease in children
under two years of age account for most of the deaths in
this age group but also for one-fifth to one-third of
deaths of «il ages.,

- The deatnh vabe amonyg molbers o ihe Caribbean is six Lo
seven times greater than in North America. The incidence
of anaemia is quite scrious. .

- FExisting sewage systems serve only a esmall fracticn of the
urban popuiation ranging from 5 to 30%.

- Mental illness constitute almost half of the total voiume of
iliness.

- Grave problems of dental health, venerenl diseases, diabetes
and alcohliolism,

The picture is not dissimilar in Latin America as a whole, and
among the peopla who live in rural areas in particular, Their common
health problems are inextricably bound up with the overall social
and ecenomic bachkwarducss of the Region, waich is doeply rocted in
the operation md structure of their economies. Among the most
formidable ohastacles to develepment are techaoological and cultuval
dependoney and it related lack nf self confidapce and gelf reliznce;
and the way in which the available economic surplus is at present
distributed. i

As Winkelstcin has so candidly remarked in a fairly recent ana-
1eis of the fhctore upderlying the allocation of health and disease
care resources:
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namely povarty remains amens the most powerful determi-
nants of nitored heslth status and clinical disease today,
It may well be that the elimination of poverty in and of

tsolf conld drasiically alter tha health stotus of the
population ia & Taverable divection.

The health manocwer mroeblem

One of the malor constraints oy the delivory of health services
to the five million intabitants of thz Loamanwc 1Jth Caribbean is the
acute shortage of trainesd health vorker

This problcm hag been discussed in detail by representatives of
governments ard oj the nna]lh professions on many DYeViOUS occasions.
Tt would suffice here if 1 emphasized that the preblem is multi-faciorial,
and is not simnly that there are too few doctors and dentiste. As din-
portznt, if not more so, ir their maldistribution between urban and rural/
hinterler” areas, and between hespitals and comrunity health services.
Coupled with insafficicney and meldistribution is the poor utilisation
of expensively trained nealth profl P”'IDGJ]S, and the continucus cnigra-
tion of trained staff to "greener pastures'

Tn the Commonwealth Caribbean as a whole the number of doctors/
10.000 is a mere 2.87 and of dentistsmuch less than 1,

urec (1072) for available allied health

Reprecentativesamnlelifio )
personnel are as tollows:
/10.000
Nurses & lMidwives 3.725 (excluding Permuda) 7.45
Nursing Assitants 1.081 2.2
Public Health Inspectors 552 1
Laboratory Technolozists 253 0.5
Nutritionits & Dictitians 27 .05 :
Health FEducators 6 01

Tn thirteen countries of the Region there are schools of nursing
(Gunder the aepie of Ministries of Nealth) which offer three yrear Diploma
programmes. Some of them also have shorter progrommes for the prepara-
tion of nursing eossictants., Only six of the nursing schools, however,
have reached the standards set by the Regional Nursing Body.
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Apart from Nursing, there is a very restricted range of programme
for the cducation and trajning at institutions in the Region, of other
categories of liealth personnel, Most of the training conducted by
individual ﬁinirtri&" of llealth is sporadic, ad hoc, unorganised, often
d in tha main by part-time tufnrs

essional tutorial skills.

Wi =
t:l.l.l..l_a.l:l._\' in-servics, and supervi

s
go
who do not have the desirable prof

Here again, we have a pattern in Latin America which is woven of
the same clnth. Payenthetically, we might note in relation to thr

M,rain drain! foctor, the point stressed recently by Vicente Wavarro--
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The inflcw (to tha USA) of Latin American physicians
during the period 1260-069 was ecuijvalent to nine

medical schoola, with an estimated annual direct and
indircet savings in those years ¢f US%300 million..

The Health Hanpo er probiem  4in the countries of the English-
speaking Caribbcon is but an aspect of their underdevelopment., The
more that one updersiands . ocus  the parcmeters of underdevelopment,
the more is ons temnted to conclude with lMaurice king and Navarro,
that any definitive solution muat await a social transformation, bused
on nced and on coalitarian perspectives. This appreciation in no
way ebsolve: us {rom attenpting partisl solutions in the context of
the here and - D i

The anproach

Since February 1965, at successive annual meetings of the
Caribbean lealth Ministcrs' Conference (CilMG), the acute shortage
of Allied Healih personnel--~health workers other than doctors and
dentists~--has been jdentificd as the central problen; and the urgent
nced has been ciaprag for a planned regional program of education
and training to rcnmedy present deficicncies and to guarantee @
continuing supply, adequate in nurber and quality.

Hann
L0 94

PARO/WID has been attemnting, thereiore, in cooperation with
tha Oavernmantrew-nover the past three or four years--at the wmodil
and expeansion ¢f existing resources, and 2t the organization of a

Regional system for the planned formation of Allicd Health vorkers.,

A0
e

A Regional Project has now bezn formulated, in which and insti-
tutionalized, multidisciplinaxy and rezional approach will be employed.

By "institutioaalized", we mean that the programs for health
workers weould be based at educational. institutions. 1In the aggrepgate,
all of these institutions would cater for the education and training
of hcaith workers to aide, basic and zdvanced levels; and at all

levels, pre-service, in-service wnd centinuing education programs
would be includaed,

The Project will be based therafore cn a network of edvcational
jnstitutions throuchout the Comaonwealth Caribbezn, Cooperative
agrecwents wili be concluded between these institutions and the service
divisions/departments which will provide structurced work experience
for the students/trainecs. Linkages will also be forped between the
educational institutions whiclh will be directly involved in the Froject,
or the ope hond, and the University, on the otiher. 'Universiiy' is
uscd here ip the generic cense Lo tnciude not only the three campuses
of the U¥I, bul other Caribbean Universities as well, and also Uni-
versities/Collepes in the USA, Canada, Pritain, and other countries.
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Through these linkages and the conclusion of formal/informal accredita-
tion arrangements, open/ended basic curricule will dovetail into post-
basic/degree level proprams at the University, This will facilitate
career mobility bzced on the vertical and lateral development of
technical skills,

A multi-gisciplinary/uulti-professional approach implies the
coordination of progrems it cthe prepavation of different types of
Healt) wo—kers, in which moximum use iz male of core courses such as
luman Biology. Basic Chemictry, Public Health Biology, Community
Health and Healtl Nducation, and Microbiology. ‘This approach is not
only economical in the use of time, physical plant and teaching
personnel., Ixperience has shown that it contributes 2s well to what
some have callad the 'socialisation' of members or the Hezlth Team.

May T digress at this point to make a few remarks about this
Health Team - a phrase that is so very popular these days.\ The Health
Team is not a eimple group of persons, among whom the Doctor happens
to be the most conspicuous. It is not a group which is assembled
opportunistically to tackle particular health problems as ¢:!when they
arise, and which is dispersed as soon as solutions have been found and
the crises have passed!

LI ot e Py S 2 g
Lile £irst piace, it hag  al

a common objective, clearly tormulated, understcod and accepied by all

its members; a specific allocation of tasks and responsibilities;

and an integrated profile, in which individual effort contributes

solely to collective cxcellence, In its functioning, the Health Team

displays a unity of discernment and thoughtj conscious and efficient

planning of work; a freely established hierarchy; mutual respect among : 7
its members; and respect of all for the authority of the Team. Above

all, the Health Team gives cvidence of effective and continuous

integration.

—_—

The real modern llealth Tcam is something very different. In
11 the

cpecial characteristics of a Team -

The sharing of & more or lnss common educationsl experience,
in an institutional setting, will be an excellent preparation for the
integrated practice of the Health Team.

Nor is the 'socialisatiod cffeet I talked of just now by any
megns limited to students, It will benefit also their teachers.
Nothing can be more stultifying to the professional growth and de-
velopment of tcachers in any discipline than to be deprived of the
intellectual stimulus of contact with colleagues in disciplines other
than their own. The multi-disciplinary appruach will facilitatc the
exchange of iduas about novel imctructicnal tactics, the opti=il use
of audio-visual and simulation technicues; of experiences with methods
of assessment ond cvaluation; and will promote a professional relation-
ship among Nealth Sciences' Tutors.,
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As many different types of Healt h workers will be educated and
trained locaily in each of the countries - to the highest level possible
within the linits of aveilable rcsourues, and talking into consideration
the financial constrzaints which arc opcrative. On the other hand, in

so far as is possible, thu ctudeut/trainee intake to the individuzl
prosrams will be adjusted to mect bhoth pational and regional demand.
This is the essence of the Regional aprroach that will motivate this
Project - the chared utilication to the optimal level, and on mutuazlly
acceptabie terms, by ali the countries of the Rexzion, of the resources
available in tho aggregata.

There is & lone tradition amonp the peoples of the Commonwealth Carll-
bean countrizs of sharino eduvcaticonl (and other) facilities - aquite
apart from the regionally owped - @.z. the W Sonaul o erF 2 hide
Healih, the old Laperial Collicie Tropical np*L:n7ture, dico #nd
Erdiston Tezcher Training Colleges, Sehools of MWursing in Darbados and
Jamaica,

A\

One other generel point needs to be made. The Project lays
stress on the importance of the nreparacion of Health Scicices Tutors
vho are not cnly cuzlified in particular disciplines, but who also
know something about the vurinciples of education and about teaching
methods. Formzl progrems for full-time tutors, and seminars and
workshops for part-time teaching staff at the weclkends and during
vacationa, wili bes included in the Project.

OUperational UCEtALLS

Tue resources at institutions in five of the countries of the
Commonwealth Caribbear- Baohenas, Barbados, Guyana, Jemaica and Trinidad
are/will ke adequate to satisfy both national and regional demand for
education and training in a range of disciplines. Some degree of
specialization will be ailowed for among these '"Repioral Centres'

both in thz intercst of ecconomy and to meet the needs of these SphClﬂl"
ities for which the number of students/trainees will be small.

The recently established Division of Applied Sciences of the
College of the Dahanas is etill at the preliminaxy planning stage, and
it is not posniiple to detail the progvams that will be offered, Howr-
ever, it is very likely that a new tuvo-~vear Coliege =- based progrim of
basic nursirg edecation will be developed, and that the pcibt-basic
program for Conmunity Mrses will have a regional student intazke, A
post-bazic vepienal prosrem in Food Hygiene for Public Health Tnspectors
has also beca proposcd. Yre-health services and introductory proprams
for laboratory technicians and PHL's are in the cource of preparation,

Discussions ave in progress with Ilorida Tnternational University
about a pu;nwhlo ElL culavion between the basic programs to be offerad
by the Division, &nd those at an advanced level at 1¥.T.U.
¥y s
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The Division of llealthh Sciences of the Barbados Community College
was formally opened in November 1974, The first pre-health services
program for 40 students, and a two-year basic program for 12 public
health inspectors are in progri”s Flans are well advanced for basic
level programs in Medical Technelogy, Pharmecy, Health Records and
Statistics and for DIietetic Technician to cotsience in September 1975.

There are also preliminary plans for a triining program for
Health Sciences' ‘fntors te be ecoordinated by the Director of the
Secondary teacher training unit of the UWI School of Education, Until
such time as naticnal Tutors can be trained, full-time Tutors are baing
made available by the Yeeple-to-People (10FE) Foundation, under a
technical assictance agreement with the Governmeat.

In Guyzna, the University of Guyana has bean involved since
1966 in the education and training of allied health personnel. There
are on-going programs for medical technologisf:, medical auxiliaries,
and public health enginecrs; and plans for new programs ik 1575/76
in basic nursing education, for X~Ray technicians, Public Health
inspectors and Publich lealth Nurses.

In October 1974, a ncw Department of llealth Sciences was created
and a Head of Department appointed. A new laboratory has been built,
at Government expense - on the University Cempus, specifically for the
training of Allied Health personnel.

In Jomeica, there are on-going programs at CASY, in Foarmdcy
and Medical Lab. Technology; and September i st year saw the start of
a Certificate ILavel program in lHealth Records and Statistics, It is
planned to develap a Tealth Science Tutors' program within the
Technical Teacher Training Division of CAST.

Apart from CAST, there are well-established programs for Nurses
at the Kinpston School of Nursing, at the UWI Hospital, and at the
Advanced Nursing Education Unit, UWI; for PHIs and PIiNs at the WI
School of Public lealth; for Dental Auxiliaries at the Dental Auxil-
iary School, for Physiotherapists at the School of FPhysiotherapy: for
Radiographers at the School of Radiography, UWI Hospital; and for the
training of Comnunity Hezlth Aides by the Ministry of Health,

This is perhaps the most convenient place to mention the Diploma
in Community llealth TYropram of the Department of Seccial and Preventive
Medicine, UWI. This is, gcored to the promotion of
advancoed training of Allied Lieclth professionals to fit them for super-
visory/leadershin roles, It is one of the fmportant "linkages" to
which I aliuded carlice and will be promsted undcr the Project, by the
provisicn, trough BAHO/WHO, of various types aof assistance.

., the Government has stated that the Dental Auxiliary
(tunded by the URDP) 1s a {irst step towavds the
@ Collepe of Nealth Sciences, first noted in 1969-70.




'he precise Jocation of the Colleee has still tn be dee ided, but one
proposal undar ﬂn“ﬁidvrﬂt‘nn is that a World Bank loan for a School of
Nursing oa the F-G-0 Houpital site should be augmented by a grant from
another extewnzl source for the creation of a milti-disciplinary
institution,

Apart from therc "vegicnal centres!, it 4« rroposed that local
Divisions of Healih Sciznces should be established in the Leeward and
Windward Ysiande, within the Yechaical/Teachor training colleges,

r

In these "local! Divieicons of llealth Scicneoas the cducation and

training of Mursas tolhasic B, level wonld ba the major activity.

In aadition, the resoncees wonlit be utilized in te p avision of pre-
hoalXhi sexvices Bropidnas LEnzinineg for nuraine as istauts, dispensers,
pubtic beallh inupactoiessistants, comnunity liealvh ajdes, wacdmaiils,
odanliza, and aubulapee deivers: and induction courses for "lay woritars!

in Ministrics of deaith, For all Chose persosnel for whom Jt would le
essential, gslructured ficld/Iaboratery/hospital iparience would be
an intepral part of their educationsz] preparation.

Provizion will be made at Regional Centres and ab local Divisions
of licalth Scicnces for shorct training programs - of the cemmunity healch
aide type - to prepare voluntary workers in local comnunities ior health
promoticnal cetivaties, the preveution of discese, and the treatment of
minor aflmente and ipiurice, Tinked with this trdlning of voluntayry
comminity heatth vorkcers would be tne promotion under the Froicer of
community neslin associaticns, and the achicvament through them of the
highest possible ]rwn? 05 particination amony Caribbean cnwmunitics.
Comminity hedlth esscciations would also foster idzals of service 2mong
students of the h“alin processiong, and mutusl respact and esteom
among Alliod Tealth perconnel, A povement in this general direction

hos already legua, with the asasistance of the Reecutive Secrctary

CHMC, PAED/IND and the Comnmoawealth Feundatioa in London,

One peneral concern of the Froject sholl be the promotion of
reasoinbly unifori atandards of all Certificzic and Diploma level
DYLEEGs at feclontl centves, so that gualifications would ke acconta-
bl througiout tie fezion, Towards this end, meximum use will ba macde
of the external exeminer systein; and regional meetings of the health
profeseions will |

Lg STOL isoced,

It is o0 lwve thatt through the iuplementaticn of this -
Project over vhe pext five years, a Regional gystem will evolve in the
Faglish-spealiing (azibbean for the plasned formaticn of Allied ileslth
vorkers,

But cén we dace to boae for more? Iz it ; sible that throuph

& process of juterzction witch the established Medical Foculty ¢, @ . LT
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Bepartments/Divisions/Colleges of Jlealth Sciences will vltimately pro-
duce for these coupntries the type of public health doctor who will bLe
sikilled in the act @nd scicnce of {wealth Core (in contrast to diseasc
care - diagnosis, tratment and vehabilitation) - practitioners with
an appreciction of human cenlosye, an abidicg jnterest in the contreol
and manipulation of the hunan envivopment, and with a thorough

erouiding in Prevesi i FelfEn

M.,J. Rosecr i, in his valedictory address at the University of

fet e

North Carolina some Years apga said:

Preventive Modicine dreams of & time when there shall be
enowyh for @il, aad vvery an chall benr his share of
labous din accordurce with his ability, and svery man
shall posscss suificient for the needs of his bady and
the denond . of tis healtn. These things he sh4ll have

as matter of justice and not of charity, v

Preventive medicine dreams of a time when there shall
be no unnecessary suffering and no premature deaths;
when the welfare of the people shall be our highest
concern; when humenity and mercy shall replace greed
and gelfishness; and it dreams that all these things
will be dccenpliched througl the wisdom of Man,

Veevenl fvn padicipe dyeama of these thinzs, not with

the hope thal we indiviaually way perilicipatc in Chin
but wich the joy that we may ajd in their coming to

those who shall live after us., Whan young men have
vision the dreams of old men come true.




Dr. Hamid E1'Neil - WHO/AFRO
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The use of epidemiology in deciding on priorities
in the construction of diggnosis flow charts

- These charts can be used to:

1. diaguose the most common health problems seen in
patients attending heaith facilitics, e.q. dispensaries,
health centres, hospitals, ¢ic. .

2. diagnose (hese conditions fast. Mast patients attend as
outpstients and the averags time spent with eazh
aagtient s ahout 3 minutes;

3. arovide cl2ar incications for referrel from one level of
medical care to zncther,

- Such charts car. he modificd to suit the needs of
any level of hezith personnet.

NOTES
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For example it was reparteg from som a2
countries tn the Region that out of

all children presenting with fever at
nospitals only 20% tad a Positive slide

0r malaria. The other 0% had acute
wonsilitis, pneumonia, otitis media, or
'astroenteritis.  Such studios provided

Ne basis for the construction of d.agnosis
[‘owcharts at one redical school 1n the
f2gion. When testeg 0N meaical siudents
13 the first vear of Clinical studies, there
Was 95% agreewent with the final dizgnosis
mide by an experienced clinician,

NOTES
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NOTES

A set of £8 flowcharts were used.

Chart No. 25: Fever In a child

n MEA

Fever | Yog _.| Dyspnecea or LYes _ Wir

l ; cronitatic s PNEL

No )
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No
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No
v No
Pus on tensits |__Yes . ACUTE > BACTERIAL
TONSILITIS INFECTION
No
V
Pain in car Yes s OTITIS MEDIA
or discharce

NO

NOTFS



The use of epidemiology in deciding on priorities

in the construction of diagnosis flow charts

-~ These charts can be used to:
1. diagnose the most common health problems seen
in patients attending health facilities, e.g.
dispensaries, health centres, hospitals, etc.;
2. diagnose these conditions fast. Most patients
attend as outpatients and the average time spent
with each patient is about 3 minutes;
3. provide clear indications for referral from one
level of medical care to another.
- Such charts can be modified to suit the needs of

any level of health personnel.



NOTES

A set of <8 tlowcharts were used.
Chart No. 25: Fever In a child
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l
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.
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No
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N9
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No
NOTES
//
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- Child below 1& manths with
bulging or non-pulsadile

fontanc!io Y
. Y65 MENINGITIS o REF
- Older child with stiff

neclk

lNo

\

Dysuria (child screams Yes .. URINARY TR/
when passing uring) INFECTION

No

\J

Diarrhoz: Yes > GASTRO ENTERITIS

NoO

\Y

Joint pains, jaundice or Yes o ' '
dyspnoza SEE CHARTS for JAUND

No

> MALARI/

NOTES



Dean Ira Robinson
College of Pharmacy, Howard University



SUPPORTIVE PERSONNEL IN PIARMACY*

nistorically, pharmacy and medicine have a common origin. The heal-
ing arts were practiced and preserved by an ancient priestheod in the temples
of by-gone civilizaitions. The knowledage, <kills anA mystigque of the healer's
crafts were faithfully recorded and passed on to succecding generations of
priests, who practiced their skills and expanded their knowledge through early
forms of research and passced theose on to those who followed in their foot-steps,

Yet, the origin and the development of the Healing Arts is as old as
history and the development of man himself and parallels this development.
Ancient man learned +he healing arts by trial and error and observation of
birds and beasts, and eventually applied his newly acauired skills to relieve
the sufferina of his family and friends.

It is said that rharmacy first became legally separated from medicine
in 1240 A.D. in Sicily and Southern Italy when royal edict vrescribed regulations
for the practice and licensurc of nractitioners of pharmacy and medicine.

In the United States, pharmacy‘training has developed from an aopren-
ticeship program to formalized, academic programs increasing in length and
breadth of discipline over the years to our present-day academic degree programs
offered in our schools and colleges of pharmacy today. The following various
academic degrees have been offered over the years:

1. Phammaccutical Graduate (Ph.G.), two years of study

2. Pharmaceutical Chemist (Ph.D.), three years of study

3. Bachelor of Science in Pharmacy, initially four years of study;
subsequently, 5 years of study or the equivalent

4, Doctor of Pharmacy, basically six years of study for the basic
professional deqree; however, seven years of study at some
colleges of pharmacy

*Prepaved by Ira C. Robinson, Ph.D., F.A.C.A., Dean, College of Pharmacy and
Pharmacal Sciences, Howard University, Washington, D.C., for prescntation before
The International Conference on Health Problems of Black Populations, sponsored
by the Howard University Colleqge of Medicine and the African American Scholars
Council, Washington, D.C., February 5, 1975.



Presently, academic programs leading to baccalaureates and doctorates
in pharmacy arc offered by accredited colleges in the United States.

In advancing from the Pharmaceutical Graduate to the present-~day
B. S. in Pharmacy and Doctor of Pharmacy degree programs, colleges and schools
have scught to maintain pace with changing and increasing demands for a broader
range and better quality of health-care services in the community. Formerly,
the pharmacist was trained to be a "pill" maker and dispenser of medicines.

He was expected to own and operate a traditional "Drug Store" or "Apothecary"

or to man the former hospital "drug room". However, advanced pharmaceutical

as well as medical technoloqgy has changed all of that. Today, the pharmacist
compounds very little; he counts and pours (oops!); but most importantly, he

now spends more time with the patient and fellow health professionals, counsel-
ling them on proper drug use, storage, administration and handling. He remains
the custodian of drugs and drug products but has shed the more pecuniéry orient-
ation for a more patient-oriented practice in which he does something consider-
ably more than "seli" a drug to a patient.

Consequently, today the pharmacist is performing a variety of unique
functions neretoforc reserved by the physician for himself or other paramedical
personnel under the physician's direct supervision. This is especially so in
the hospital enrivonment where pharmacists are being included on the clinical
team and making rounds with the physician. In this new role, the pharmacist
is called upon to advise the physician in selecting the most appropriate drug(s)
for the patient as well as to manage the drug therapy of patients with chronic
diseases. This is unique in that this opportunity permits the new generation
of emerging pharmacists to more fully utilize their extensive and sophisticated
training in such subjects as anatomy, pharmacology, physiology, biochemistry,

physical diagnosis, and pathology as well as basic pharmacy. They are able to
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capitalize upon their uniqgque expertise in the arcas of drug-drug, druqg-food and
drug-chemical interactions; biopharmaceutics and pharmacokinetics; and adverse
drug reactions, for the henefit of the patient.

Today's phamnacist is boetter ablia to perform such vnique roles prin-
cipally because he completes an interdiscipl.inary clinical training proqgram in
a varicty of health-carce facilities along with the medical, dental, nursing and
allied health nrofessional student. He develops and analvzes patient drug
profiles, engages in drug reaction studies, develops and implements drug inform-
ation programs. During training, the pharmacy student completes clinical
clerkships which include clinical rotations; rounds and Crand Roynds of the
medical, surgical, nediatric, cardiovascular, infectious diseases, nulmonary
dise: ses units. Todav's phaxmacy graduate can avnreciate the role and value
of high speed automated, clectronic computers as aids in diacnosis, treatment,
and health-care systems manacement.

One may wonder how the pharmacist will be able to utilize such clinical
training and at the same time fill the ever-increasing numbers of prescriptions
for the increasinqgly health-conscious populace. More specifically, one perhaps
wonders just how Black pharmacists will find the fime to render such time-
consuming services, particularly since only 2500 Black pharmacists are in active
practice in the Unjited States today. The wonderment can, of course, he extendrd
to other black populations of the world since medical care, including pharma-
ceutical services, is much more limited in our sister countries.

The answer is simple: The pharmacist cannot and will not be able to
perform the more highly professional clinical role as an equal member of the
health-care team without the delegation of non-professional functions to a
pharmacist~extender--a pharmacy assistant or pharmacy technician, if you will.
As has been done in medicine, the pharmacist has delegated various manipulative,
repetitive duties to a non-pharmacist while reserving the responsibility to

supervising such personnel in order to protect the patient's welfare.



from the nurse's nmedication chart,

The materials management technician is responsible for assisting the
pharmacist with extemporancous compounding; tax~free alcohol withdrawal,
dilution and dispensing; stock control and automatic floor stock replacement.
In fulfilling these responsibilities, the technician may replenish nursing unit
Stock weckly or biweekly as needed in order to maintain adequate stock supplies
on the unit; receive and check all incoming stock and properly place in the
storeroom; maintain records of stock received and dispensed from the storeroom;
maintain records for all stock delivered to the nursing units; and maintain
records and rececipts for all tax-free alcohol dispcﬁsed.

A parenteral laboratory senior technician will supervise pParenteral
laboratory junior technicians and generally assist the narenteral laboratory
supervisor in manufacturing large-volume parenteral solutions. He may he
involved in supervising environmental control or proper cleaning of the entire
parenteral manﬁfacturing area daily; consulting with the parenteral laboratory
supervisor regarding the parenteral manufacturing schedule; weighing out
manufacturing ingredients to have them checked by the supervisor; supervising
the preparation of closures and containers in accordance with the procedure
manual; checking to insure separation throughout the entire operation of all
solution batches identified in process; maintaining accurate hatch procoss
records; taking appropriate samples for analysis and sending samples to the
bacteriology and chemistry laboratories for analysis and sterility testing;
maintainiing an up-to-date inventory of all equipment, labels and chemicals
used and needed; as well as a variety of related duties.

Prepackaging and labelling of required drugs and maintaining
packaging records are basic responsibilities of the prackaging technician.
These duties include prepackaging drugs for dispensing purposes; labelling all
prepackaged items; storing prepackaged items after a batch has been checked

and relcased by the pharmacist; maintaining all required records, including
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- batch number, 1lot number, company and quantity for each prepackadged product;
and maintaining an adequate supply of prepackaqged items,

While I have discussed only a few of the various types of pharmacy
technicians in use todav, one necd only use the imaginatien in order to beqin
to realize the virtually limitless number of possibilities for use of such
supportive personnel in pharmacy, provided the pharmacist remains account-

able by legal, professional and cthical standards.

Supportive Pharmacv Porsennel Trainina Proarams

Unfortunately -- or perhaps, fortunatély -= uniformly designed and
accredited tréininq programs for supportive personnel in pharmacv are not
available. The training programs in use today mav he classified as one of
the following three types: formal, informal and comhination training.
While some programs are presently conducted by schools and colleges of pharmacy,
community colleges represent the principal site of present-day formal .training
ptorgrams for pharmacy technicians or pharmacy assistants in the United States.
These are normally two~year colleges which provide classroom instruction mainly
but which may also have cooperative arrangements with local hospital pharmacics
in order to provide a laboratory component in their courses of instruction.

Informal training programs are cemprised of on-the-job training
under the auspices of the pharmacist. The pharmacist trains an employee tp
perform specific functions required for meeting the immcdiate needs of the
particular hospital or community pharmacy. Needless to say, this type of
training is limited in scope and adequacy and is usually weak in theoretical
and classroom instruction.

In a combination training program, the opportunity to utilize both
*lassroom and laboratory instruction in the training of the technician is
apitalized upon. Mormally, a community or university college will develop
\ cooperative program of specified duration for training students to perform

‘ertain specific supportive functions for the pharmacist.

"1
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Although training concepts and course content vary considerably
from locale to locale and on the basis of job title for which a technician
is being trained, programs wilil normally include such basic courses as
jurisprudence, pPharmacy policy and procedurecs (usually in hospitals), history
of pharmacy, actions and uses of drugs, pharmacecutical dosage forms, mathemati-
cal terminology used in pharmacy, dispensing systems, supply management,
pharmaceutical and med;jcal terrinology and communications.

While the necd for qualificd pharmacy technicians is questioned
only among certain community pharmacy practitioners —-— who may, however, be
utilizing pharmacy assistants under some other nomencleture -- tpe type and
lenath of training are frequently debated. At this juncture, suféice it to
say that the important point in my opinion is that the areas of need for
such supportive help should be carcefully defined in terms of the specific

which
non-professional tasks/can and will be deleqated by the rharmacist. Once
the specific tasks have been identified and studied, it becomes rather
straightforward to determine the areas in which these per;onnel are to be
trained. The depth of training in any particular subject matter arca depends
on the level of delegation of responsibility whicﬁ can legally and ethically
be made by the pharmacist with respect to each of these tasks. The numheor
and complexity of the tasks to be performed by the technician as w1l as
the depth of training in cach particular subject matter area will largely
determine the required length of the training program.

Health-care services are costly. Black communitiecs universally
share in an acute shortaqe of primary care health professionals. In order
for the pharmacist to contribute maximally to cost-effectiveness and improved
patient care, he must continue to join the growing community of health pro-

fessionals utilizing supportive personnel in order to extend their services

o



-8 -~
éo rapidly growing, health conscious and health-care deprived populations.

The American pharmacist is becoming more and more clinically or
patient oriented in concept and practice by virtue of training programs which
emphasize patient-care rather than pecuniary benefits for the professionals
themselves. The American pharmacist is being acceptec more widely by the
physician, nurse and other health-carc practitioner as a legitimatce member
of the clinical team. 1In hospital and community pbractices, the American
pharmacist is contributing to improved health care by undertaking unique
roles as the drug information specialist on the health-care team. As he
becomes more and more involved in the performance of such vital functions,
pharmacist extenders or technicians become increasingly nccessary,

Supportive personnel in pharmacy can be trained inexpensively and
within short time frames and can provide a wide range of highly specialized
services in extender roles.

Health-care systems planners for predominantly Black communities
should and must consider this alternative to training much larger numbers of
pharmacists, nurses and physicians, especially when one considers that the
numbers of such professionals required to provide quality health care to the
numbers needing their services are hehond the realm of practicality for the
foreseeable future,

And who must take the lead in this effort? The Black university

can and must accept this responsbility.

-~ end -



“The Maternal and Child liealth Training Program
at
Meharry Medical College"
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Pearline Gilpin
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"HEALTH PROBLEMS OIF BLACK POPULATIONS"
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The Maternal and Child liealth/Tamily Planning, Training and
Research Center was established at Meharry Medical College on
July 1, 1971, with a grant from the United States Agency for
.International Development.

The Center has a multinational and Multidisciplinary team of
public heelth specialists who serve as an international training
and advisory corps in MNCH/FP. Meharry's support to the Center is
enhanced by P'rogram ties with other Universities in Nashville as
well as lealth care facilities such as the Lee County Cooperative
Clinic in Arkansas; the Delta Comprehensive Hospital and Health
Center in Mississippi; the Family Planning Center, Harbor General
Hospital, Torrence, California; the Maternity and Infant Care
Program, Berkeley City HNealth Department Berkeley, California;
the Health and Hospitals Corporation, larlem Hospital Center, New
York City, New York; and the John Sealy Hospital, the Universiéy

of Texas, Galveston, Texas.

The major training function of the Center is to provide course work

and field internship which will help both African and American
public health personnel to assist in developing and introducing
integrated maternal and child health and family planning services

in African countries.



The first group of African MCH/FP trainees cfponsored by the Center
arrived at Meharry September,1972. This group came Irom Kenva.

Since that time, soume Forty-two additional Africen health professicnals
from seven other countries Botswana, Lthiopia, i.esotho, Liberia,
Nigeria, Soerra Leone, and Swaziland have participated in the training
proyram. Participants have been prepared in the fields of Nutrition,
Invironmental Science and Maternal and Child Care. The greatest
nurber of our participants have been nurses and midwives who have

been trained in MCH/FD.

Further the Center awards fellowships to third and fourth-year
medical students and graduate :tudents from other disciplincs,
affording them the owportunity of going overseas to work and study
in areas of MCH/FT.

The MCH/FP Training Program consists of 8 weeks didactic study
in the Center at Meharry, at which time the student is taught
concepts of modern Obstetric theory, Family Planning Theory,
Nutrition, Maternal and infant statistics, Environmental Science
and pediatric management. The objective in teaching these areas
to our participants is to assist them in providing comprehensive
maternal and child health care with family planning. We believe that
the nurses and midwives who work with mothers have a very good
opportunity to improve the general health of the whole family. We
have recognized that very often it is poor environmental sanitation
and poor nutrition which is the cause of the conditions we encounter.
By teaching mothers how to better maintain sanitation and proper

nutrition we can improve the health status of the whole family.



After the participants have completed the didactic portion of
the course with sone clinical observation of special services in
Nashville, they are assigned to one of the health centers affiliated
with the MCH/FP Center for 6 wecks of clinical practice. During
this period, they work with patients in various clinics, they have
an opportunity to apply the concepts and techniques learned in the
didactic part of the course. And to practice special skills. After
completing their clinical assigynment they return to Meharry for a
final review and evaluation of the training and experience gained.
This completes the training program and the participants then
return home. '

It is anticipated that the Nurses and Midwives who come to Meharry
will go back to their homes and provide these services, they were
prepared for; they will act as seed teams and will later help to
prepare other nurses and auxillaries in the delivery of comprehensive
maternal and child health; family planning services.

In July, 1974 the training coordinator from the MCH/FP Center visit-

ed some centers in Africa where graduates of this program are
now working. Most of these graduates were found to be providing
the services for which they were trained.

We hope to continue this training and to provide necessary
assistance in other areas as these are identified and additional

programs can be developed. We recognize that funding is becoming

more difficult but many areas will be explored.



Working Group I Wednesday Feb. S5th, 1975

"Field Training for Auxiliaries”

(a) 7Types
(b) Facilities

Participants

Dr. Poindexter Chairman
Dr. Kaiashain Co-Chairman/Rapporteur
Miss Kannedy Co-Rapporteur

Dr. Eason
Dr. Harper
Dr. Kagia
Dr. Kagbeer
Miss Simpson

It was recognised that there are many types of sub-
professional personnel used in many countries in health care
delivery systems, often under different titles. The follow-

ing are szome of the major groups:

Phvsician/Medical and Dental Assistants
Nurses, Midwives and MCH Assistants or Aides
Laboratory Techniclans and Assistants
Pharmacists and Anaesthesia Assistants

KA~-Ray Technicians and Assistants
Physiotherapists and Occupational Therapists

Biometrician and Statistical Assistants and Data Collectors

Sanitarians and Pest Control Personnel

Health Fducaticn Assistants

Nutrition bgsiscants

Administrative Personnel including Medical Recorders,
drivers, etc.



It was suggested that planning for the training of each
type of auxiliary coﬁld be comprehensively covered under the
following headings:

(1) Category of worker

(2) Total number required per 1000 or 10,000 of the
population, taking into account any political or
economic/budgetary limitations

(3) The criteria for selecting trainees

(4) The length of the training programme

(5) The content of the course

(6) ?he gsupervision and directing of training

(7) Evaluation

(8) Estimated cost per person

It was agreed that although many developing countries

had similar health problems, each country had to work out its
own training programme to wuit its own peculiar circumstances.
It was therefore necessary to carry out a survey of the health
needs in the community of a particular locality in order to
dete-mine the type and number of health units (e.g. healtﬁ
centers) needed and the type of staff most capable to deal

with the local health problems. In this way a detailed job
description could be drawn up for each cadre of staff and the
training programme designed to fulfil the specific requirements.

It was pointed out that by restricting the course to only those



duties that the trainee will be called upon to perform in the
field, many training courses could be substantially shortened.
For example, a primary midwife could be trained in 1 to 2
years instead of the usual 3-4 years when midwifery is combined
with general nursing. It should be recognised that a person
does not have to be a general nurse to provide good midwifery
services. It was also suggested that as midwifery constituted
a major problem area in most rural communities, there was no
reason why male nurses should not be trained in thié field.

The health services required in any rural community were
broadly classified into three fields: curative, promotive
and preventive. It was recommended that every health worker
should be trained to contribute to each of these fields, al-
though his/her duties may fall mainly into one or other of them.
As many of the health prchlems in developing countries are pre-
ventable, the emphasis should be placed towards the preventive
aspects of health care, particularly directed toward education
of the people. A typical rural health centre was cited, which
was staffed by three main workers: (1) a medical assistant,
who performed the duties of a physician but had a wide com-
munity health background including sociology and preventive
medicine; (2) a community nurse, with training in general
nursing, midwifery and public health nursing; and (3) a health

assistant or assistant sanitary inspector, whose training was

)
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Primarily in environmental sanitation problems e.g. food hygiene
and sewage disposal systems. It was also felt that a driver was
necessary to transport personnel within and outside the community.
For such personnel to be able to operate as a health team in a
rural area, it was imperative that they should be trained together,
preferably in a rural getting similar to their future field of
work to ensure adequate exposure. They should also be trained
to take leadership or obey directions when called upon to do
80. In other words, although regarded as "auxiliary”, such
workers in the field are practically independent and should
therefore be capable of taking full responsibility, although
recognising their limitations. |

It was emphasised that field training was essential for
the higher cadres of health personnel as well a8 e.g. physicians
and nurses, if they are to function as members of the health team.
This would also help to reduce the reluctance often prevalent
among such workers to be posted to work in rural areas.

It was recommended that whatever training programmes were
introduced, the views of the community must be kept in mind
from the planning stage and throughout the programmes as a means
of continual evaluation. Above all, all §rogrammes nmust be
feasible and realistic.

In punmary, the main recommendations from Working Group I-

Field Training for Auxiliaries were: (1) To survey the health



needs in the community of a particular locality in orxder to
determine the type and number of health units and staff capable
of dealing with the specific problems; (2) To train every health
worker in health services described as curative, promotive, and
preventive with major emphasis on the later through health educa-
tion of the people:; (3) To train higher levels of the health pro-
fession in the field to encourage the health team concept; (4) To
introduce only training programg that are adaptable and feasible
in the views of the community; and (5) To evaluate all operating

programs in the community on a continuing basis.
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Dr. Wurapa suggested that the group conclude this work session

with realistic, concrete recommendations for:
1) the composition of a health team;
2) the working order ~f the team:
3) and the aspects related to administration techniques,
coordination, etc.

Dr. Wurapa also suggested that the group accept the following defi-

nition for discussion purposes this afternoon; a health team here is
designed to deliver comprehensive health care in a center setting.

Dr. Davidson: University of West Indies described the healEh~Leam

model used in Jamaica. The four man team includes:

1) the public health nurse (team leader)

2) the community health aide

3) the records officer

4) the pharmacist (which may be a nurse)
This model was used in a pilot project in a Well Child Clinic setting
in 1972. It has now been set up as a module using the University
personnel for teaching purposes.
The concept of the public health nurse taking the leadership role on
the health team was formulated in o der that the m.d. be released
for other duties. In order for the health team to function effective-
ly in this center setting, the center had to be reorganized so that
patient flow would be guicker and easier. The reorganization re-

sulted in this scheme:



1) the first station in the health center is the records
officer.

2) the second station is that of the community health aide
(a person with 3 months training for this position)

3) the third station on the patients' trip through the
clinic is that of the public health nurse for diagnosis
and treatment

4) the social worker and/or the community health works
with the patient if necessary at this station.

5) the pharmacist is the last station in the health center

If necessary in this setting, the patient would be referred to the
doctor.

Before this health center concept with the public health
nurse in the leadership role was introduced into the community,
there was excellent community preparation: the idea of patients
coming into the center and not seeing a doctor was a new one and
ground work had to be done on the grass roots level. Health educa-
tion councils in the villages helped with this task.

Dr. W. Rutasitara, Tanzania

The C=zlivery of basic health care depends upon local priori-
ties. In Tanzania, health care is directed toward:

1) Care of ill persons

2) Environmental problems

3) Communicable Diseases

4) Meternal and child care



5) Health Education
6) Record keeping
7) Hom2 visits
Secondary care recently introduced in one center setting include:
1) Dental care
2) Care of the aged
3) More-communication disease control i.e. heart disease, etc.

Dr. Thompson: Nigeria

The prime concept for health centers in Nigeria involved around the
idea that the health center depends upon the needs in Lhe area.
Leadership of the health team automatically is that of the doctor.
If the physician is not present the public health nurse assumes that

role.

Dr. Wurapa: Ghana

Leadership of the health team falls into two catagories: formal

and informal. Therefore, the leadership of the team is flexible.

Dr. Niles: U.S.A. Howard University

Health planning, political awareness, health administration, health
content should all be components as far as the background of tﬁe team
leader is concerned. The medical doctor may or may not assume this
team leadership role.

Dr. Grisby: U.S.A.

Suggestion to the group - Define what the health team would be doing

so that the role of the team leader would be clearer. Opinions from

A\



current litcrature and personal feelings are that the physician
should be the health team leader. Legal responsibilities prohibit
others from heading the health team in most countries.

Dr. Jovcelyn Elders - U.S.A., University of Arkansas

In a team approach tc combat diabetes (at the University of Arkansas)
all team mambers kuew the role they were to play. Tasks were clear-
ly defined and each member worked within that sphere, but worked
across lines when necessary for the best interest of the patient.
There was a team leader desigrnated but no one knew who it was and
all went smoothly. The five man team consisted of:

1) A social worker

2) A public health nurse

3) A family physician

4) A nurse/practitioner

5) and a nutritionist

Dr. Sinnette: U.S.A., Harlem Hospital

Suggestion: The group needs to examine the team approach. Look
for its merits in regard to cast, cast benefits, resources and levels

of health care.

Dr. Wurapa: Ghana

Appealed to the audience to: 1) define what the health teams are to
do; 2) who composes the team; and 3) and for what function.

Dr. Thompson: Nigeria

Extension of the health center services if dound in sub-health cen-

ters and in homes.



Dr. Davidson: West Indies

Question: Why does a health team need a leader?

Dr. Wurapa: Ghana

Answer to Dr. Davidson's question -

A health team leader is needed for coordination, smooth functioning
etc. Health teams may or may not be permanent but may vary from
problem to problem and/or country to country,

Dean Mann - U.S.A., Howard University

Question: How is the education or the skill acquired by the health
workers upgraded once formal training has been completed?

Dr. Thompson: Nigeria

Answering Dean Mann's question -
Upgrading and updating of health workers is done through a variety
of methods which include:
1) WHO Regional Centers
2) Quarterly meetings at the University or at the hospital
or in the health centers.
3) Rural health center seminars are held on a yearly basis
for an 8-week period for all health workers.
4) Regional medical officers organize seminars around par-
ticular health problems.
5) Training is done by the staff of the Department of

Community Health.



Dr. Sheppard - U.S.A., Howard University

In neighborhood health centers, continuing education and communica-
tion teams have been directed to meet together and come to a group
decision regarding problems arising in the centers in terms of patient
care. Therefore, the role of the university must be to work in the
direction of analyzing the role of each team member so that each mem-
ber can be trained for cooperative action.

Dr. Grigsby: U.S.A., Howard University

Communication must be a two-way avenue to the communigy and workers
then back to the "powers that be" so that problems may be anticipated
and prepared for.

Suggestion to group. Try to diagram how the health team should be
composed on a variety of levels.

Dr. Sinnette: U.S.A., Harlem Hospital

Suggestion: Strategies should be formulated for involving others in

the community (political, governmental, private etc.) to support the
members of the health team.

Dr. Davidson: West Indies University

Coordination with other public institutions help to insure the success
of one's progran.

Dr. Thompson: Nigeria

In Nigeria, 10% of the state budget is earmarked for health care,
3% of this goes to preventive care. It is therefore important to

find other resources and invalue more than just medical people on

a health team.
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Dr. Wurapa: Ghana

Good coordination at the local level may help health care delivery
dollars. Public relations becomes a prime factor when budget matters
are concerned.

Dr. Niles - U.S.A., Howard University

Expressed concern for the role of the consumer in the delivery of
health care.

Dr. Sheppard: U.S.A., Howard University

The most important person in a health center is the consumer of
course. However, physicians are not trained to consider this. Deal-
ing with groups of people, their desires, needs and concerns must

be built into training and education of the physicians and other
health workers. The ability to translate the needs of the people
into a workable plan.

Dr. Thompson: Nigeria

Regarding consumer participation: 1In Nigeria, there are monthly
meetings of ward health committees from the community to air con-
cerns, problems, etc.

Dr. Rutasitara: Tanzania

Involvement takes place at both the grass roots level and also at
higher planning levels. The levels are as follows:

1) vVvillage level

2) District Development Committee

3) Regional Planning Committee

4) National Planning Committee

3N



Dr. Bwibo: Kenya

The Ministry of Planning and Finance assist in evaluating progress
in the country. At the district level, the district planning offi-
ces utilize local people in their planning.

Dr. Davidson: West Indics

In his country, consumers are involved when and where appropriate.

Dr. Wurapa: Ghana

Asks for specific recommendation from the group regarding the ori-
ginal agenda.

Dr. Grigsby: U.S.A.

Recommendations:
1) The need for a health team must first be established.
2) Health teams must not work at cross purposes.
3) There must also be good coordination of team efforts.
4) The health team must meet the needs of the community.
5) Within the team, the definition and role of each team

member must be clear.
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INTRODUCTI (2

The need to develop approprfate health care delivery systems that
are acceptable to the isolated and rural communities in the less developed
world is now recognised as a matter of great priority by health
adninisirotors, Yovwever, there has not teen a successfull demonstration
of a combination of systems thet can accomplish this objective. Within
the Afriesn resion, the basic henlth services througsh which the majority
of the popul:-tion eceive health care arc gtitl in the ecrly staces of
their develoricnt. Ilost of these cntrics have theorctical plins for
an integrated lasic heelth services. Ir prectice, however, the reripheral
end of this health care sysien has been neglected wivile the national
hospitals and a Tew regional hospitals rcceive mest of the alloceted
rescurces. Becavse o' the lerpe populations of thése couniriecs thit
live in the rur:l areas and hecouse of the poor envirommentrl circumstances
in these parts, even the modsst investment of resources in the developm: nt
of curative health services have failed 4o nelie the cxpected inpact on the
health of 1he population. It therefore appears thet o study of nore
effective anprozches to health care delivery that emphasises the dicease
preventive and health promotive aspects is called For in these countries.,

Recently, several countries in the African repgion have embarked on
a rath» rrbitions programme :imcd at strengthening their basic health
services, As g rosult of the 4ype of health problems found in these
countrics and the level of health nonpower available, it has become
necessary to plen definite straiegics Cor resolving the problems. Such
strateries have set as objectives, the delivery of comprehensive health
care to rural and isolated nopulations.

Becguse of the nulti-disciplinary aspucts of these comprehencive
health cere prograrmes, it has become neccsscry to adopt a team arproach
to the solution cf the health problems,  Cne might ask at this point

why a teem approach is needed for healih care delivery.
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The first reason is that the multiple factors responsible for the occurrence and
_;; distribution of disease reguires the joint effort of interdisciplinary health team
| for effective accomplishment of the jask. Secondly the variety of skills needed
to plen progremmes, train health workers and provide both curative and preventive
services require the services of individual with verious types and levels of
training ond background. It must be added that for this kind of an interdisci-
plinary group to effecvively carry out their various programmes, the conmunity must
also be involved. For the purpose of this paper the health team is define as all
members of "Staff" that gre needed within the community as well as the various cadres
of trained health workers o deliver comprehensive health care including MeC.la,
personal first level medical care,® Health Education, Immunization, Communicable
diseases control, Nutrition cducation and Femily Planuine to a Community,
This paper will discuss the folliowing aspects:—
as The concept and functicns of a health care team. \
b. Strategies to develop health services.
c. The potential role of the University in carrying out training, research
and precticol demonsiration of more acceptable health care programmes
in collghoration with the Government., The unique role of the University
to carry out:-
a. Research to clarify problems and needs.
b. Demonstration projects to study approaches to rural health care.
ce Training health professionals in technical and managerizl skills
and instill concern for improving health care in the isolated
comnunities into the grezduates of the University,
TECENIQUES &

The basis for developing a functioning health team is a careful plan that

takes into consideration the health problems to be solved in relation to the
megnpover resources and. facilities.

By personal first level medical care is meant the management of
those illnesses predominantly found in the rural areas plus the ability

to screen out those patients who requiresttention of the medical officer
or the hospital,
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First theremust be o definition of the healti problems within the population
to be gerved., This usually implied thet a community diagnosis be carried
out. IText the priority heglth problems nced to be ranked accordings to some
mutually agreed uron criteria. Prosrronres embodying solutions to identified
problems are then develoved. In the development of the vrogramnes, it i,
important to relate the cetivities to the tyre of menvower ard facilities
thet are available.

At this stare, a clear description of tasks that individual team
members will perforn must be jointly developed, by the individusl workers
and the other team members, t is the intcraction between thece various
conponents of the planning matrix that delincs the cheracteristics of
progreamie paminictretion, execution and evoluation o the hgalth team,

In general the pattern of health problems around which programmes should
be built do vary from country to country, However, it is true to say
in the African region that the high morbidityr ond mortality rates in
mothers and children constitute a common major health problem.
Accordingly programnes ol most health teams engcoged in the delivery of
comprehensive health care in the Africen region will continue to be
moinly conceniroted on maternal and child heelth,

15 ADEROHIP:

The successful planning of an annropriate progromme and its
inplementation depends on the availability of competent leadersip.
The successful implementation of the wvarious steps described under techniques
above will depend on the kind of leadcrshin the health care team has., The
traditional concert of leadership based on the role that each health worker
sees himself or hercelf playing as a mecber of a team, certainly impedes
effective team work. The physician, for on instance, because of his
traditional role as "the leader" of a patient cere team has been considered
by some ac an automatic leader of a health care tecm for a community. The
leader of thc health tewm: does not have to be the individual with the highest
level of trainins, Because of the multidiscinlinary nature of the areas of
work of the health teem, whoever the leader of the team happens to be, must

be prepuared to exert a different type of leadership from that required for
a patient care team,.
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Leadership of a health care team must aim at taking advantage of the

synex»gism that can be created amomg the various members of the team. This
means that the leader must be prepared to deploy each member at his highest
level of competence., This kind of flexibility is essential because of +he
multidisciplinary arees thet the modern health care team has b0 operate in.
For exanple, the field superintendent of a medical field unit in West Africa
can well be recognised as the leader of the immunization team as far an
certein acpects of tle fiell organisation are concerned. The physician
member of the team by encouraging the field superintendent to direect the

team in certain operations confers status and authority on the superintendent
and consequently a greater sense of accomplishrient in the superintendent.
What effective leadership of a health {eam implies “herefore is a

flexibility and willingness to cooperate and collaborsie on the part of the
leader so that capasble individual members of the team are given z chance to
direct the teams effort in certain activities, There is therefore room for
informal es well as formal leadership in the management of the modern health tean,
COORDINATION

An essential attribute of a good team leader is his ability to coordincte
the efforts of other members of the teamsa It is much easier for the leader
of a surgicel team engaged in an operation involving the resection of a
diseased colon, for an example, to coordinate the efforts of the tesm +han
it is for a leader of a community based health care team to do the sSamo.

This is essentially because while the leader of a surgical team has a
relatively homogeneous team dealing with a clear cut problem and an un-
mistakable objective, the leader of a community based health team is faced
with & heterogenous team wvhose tasks and objectives are not usually so clearly
defined. TFurthermore, while the surgicel team leader cen vse a one-way
commend hierarcky to accomplish the task of the team, the community based

team leader can only successfully employ the group problem-solving approach.
Such a two way channel of communication puts a considergbly greater demand

on the ability of the community based team leader to coordinate than that

required for leading a patient care team.
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In the absence of effective coordination one finds in a conmunity
health delivery system seweral organisational units each trying to solve an
aspect of the comrmunity's problem but hoving no coordination of their activities.
The obvious result is that the potentiating effect that each one of these units
can h:-ve on the other is lost, The laek of coordinztion in health care
delivery where health has been defined as conprehensively as possible today,
has become a sericus set back in the effort to extend health services to the
rural and isolsted populations.
COnTUIICTICH:

Another factor that tends to impede the effectiveness of community
based health care teams is inadequate communication. In the process of
utilising the groun problem-solving approach, care must be iaken to be sure
that the objectives to be attained are clearly comeunicated tQ the teanm.
As a bagis of a clear communication, it may be necessary to give the team
verifiable results to achieve as well as the necessary resources required to
achieve the results, Tre porticipation of individusl members in the
indentification of the agreed upon obiectives is very essential.s An aspect
of effective communication also has to do with joint evolution of specific
tasks that individusl team member should perform. Although task descriptions
ere not easy to develop for cormunity based health teams, it has been found
that where the individual worker is involved in describing what he does, ',
the product - "a living description" comes closer %o the sctual wvorling
situztion of the individual members of the team than traditional job descriptiom
Such mutually worked out taslk descriptions can help eatoblish adequate
communication between team members. Pinglly in evaluition of the team's
achievements, the criteria for evaluation should be clearly communicated
to the team members, from the beginning. At the end of the evaluation exercise,
the findirgs should equally be made known to the workers. Efféective
communication among members of a health team can be achieved through a group

problem-solving approach,
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ADMINISTRATION
The commenis so far madebon_the obstacles to0 effective team work can

be applied to the mansgement of team worke For, a systems approach to

the functioning of the teem would call for the various obstacles inumeragted
above to be removed if an efi'iclent team is desired. Some of the problens
feeod in the menasement and administration of community based heaglth care
teams agre:

1« The different backgrounds and expericnces represented on such teans.

2. The cultural dilference between the membiers of the teanm.

3, The dirficulty of achieving effective first line supervision,

4, The provlem of son inadequate rccord system leading to poor

conmunication between team members as well s inadequate
information ebout consumers of the team's services,

5. Another major problem is the tendency on the part of the unit
heads or chiefs of most community based teams to operate in
their individual compartments without any degire to cooperate
or collaborate with other sections of the team's effort.

By and large these have been vroblemc that traditional organizational
structure of medical care facilities bove created in the course of their
evoluvion., Vhat then can tiie modern mangger of a health team do to improve
the situation? Clcarly, the answer appears to lie in the strengthening of
the various components of activity units of the health team as a whole.

But at the same time endeavour to articulatc each unit of activity with
another from the operational level up to the supcrvisory level.

The implication of such a proposal are thet: Crgenicational structure becomes
much more demending, The lines of authority are less clearly defined and
decision malkirg becomes complicated and ambiguities arise. There is the
likelihood that tenscion and anxziety would be generated among the staff.

Under such circumstences the tendency would be to revert to the traditional
syctem o a more corfortable routine ol clear authoritarian set up.  However,
the major virtuc of the morc difficult alternztive is that it is dictsted by
the needs of the patient and the community that the health team is purﬁortod

to be serving.
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Hodern health planners have recognised that involvement of the
.

consuers of a health care services, in the entire process is esgential
to “he very success of specific programmes. What has been said asbout
meinteinine pood humen end »rublic relations within the health team _
ther fore apnlied cven more to the community for which the health care
is orpaniced.  Within the health team, gcod human and public velations
can essist greatly in achieving maximum coordination of the team members's
effort. At the commvnity level, effective human ond public relation ecen
be the only sure way tc obtain the community's participation. For nmost
of the programmes th:t health teams in the Zfrican region are engaged in,
community participailon ic crucial to their success. Some of “he most
importsnt health care decisions for example must be taken by individuals
and familics to feed their children diffecrently, to be concerﬁcd cheut the
source oi their vater ond to limit the nunber of their children or spree
them differently. Thrre hus recently been o rencwed eifort in some
Ministries of Zcalth in the rerion to develop new prosraimes that place
greater cmvhasis on the connunity's active perticipation in health prosranues.
The modern techniaues in health plauning :nd adminisiration would appear %o
me to be justified only to the extend that they succeed in achieving acceptable
health preograumes for the peonle that the healih teans are supposed to be serving,

STRATEGI®S TO DEVAELOP MBALTH S CVICES:

[y

Therc is a nced to strensincon the besic hesalth services as a means o
providing a frome work withir witich the heslth team would wox rke The
improvements necessary cen be sinted as followss—

te A better information gathering and desemination systen is need.

2. Clear objectives gbout geographic and population target groups.

nust be set.

3. Bxpanded use of auxiliery and voluntary cormunity workers is

necessary to supply adequate manpover.
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A3 Bryent (1973) has pointed‘out, all of these requirements have been
known for sone time now. However, the failure to concentrate enough attention
on ihe “atells of these principles has been responsible for the failure,

What modlcl prosrommes of basic health services can one recommend? In view
of the cconoemic as well as the socioéultural circumstaonces of the couniries
in this region, a heglth care delivery for any contry must be low cost.
Emphusics must be 1-id on th. development of peripheral health facilitics

i.e. health pocts and satellite clinies. The development of suitable

cadre of cuxiliary health wovkers must be ¢iven high priority. In the
development of the veriovs suxiliary staff, care must be taken to define
clearly the tasks of each cadre end specific instruoticns regarding various
procedures must be corefully drewn out. Provision must be made for continous
treining as well as carcful supervision by experienced progessional health
workers,  The rationzle Tor adopting these strategies hags been that in mos:
of the countries of the redon, resources both manpower and facilitics are
Bcarce and a traditional orientation toward individual patient care as well
es a low level of community involvement in health prograrmes have contributed
" to rather inefficient health services systems,

THE PCTIICIAL ROLE G THE UI'TVERSITY:

Hany Africcn Universit:ies have accepted the role of collaboration with
their Ministries of Heglth in servaral ways to develop basic health information.
First, the Universities have the resources. Secondly, in several countrics
the University lMedicsl Schools have been operating demonstration rural
health districts where experinental, low cost delivery methods are being
tested e.g. in Hairobi, Kampala, Dar es Salaam, Ibadan snd Accra. Thirdly,
Universities ore move free to experiment in health care delivery or
inovative roles (e.r. the use of volunteers, treditional birth attendants).
than the Ministry of Hezlth. Finally, the liniversity can educate health
planners in technical and managerial skills and perheps even more important,
instil a concern in their graduates to become involved in resolving the

serious inequalities in health care.
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The M2dical School of the University of Ghana has been involved in
medicel resesrch including: .
a. Siclie cell haemoglobinonathies.
b. Liver c¢isorders.
Ce I'pertension and cardiovasculs» disesses.
More recently, th- schocl hns uncertaker a lar-e scale de enstraticn rural
health project involvine sone 60,00 villacers v th the support of T'SATID.
The 8 year long Lunfn Ircject is concernid w th She testing of several
approaches to delivevy of comprehens ve health ¢rre, wiing a team of
auxiliary health workors ond stay'ng w thn a Tersible cost frame work,.
The basic research investi; otions have inc.udeds
a. Birth end Death rates.
b. Vital regictretion.
c. Maternal and child health proctices,
d. Epidemiologr of common realth vroblems.
e. Functional analysis of %he Danfa YHealth Centre Staff
and its satellite clinics.
f. TFactors affecting attendance at health surveys and
other comminity health NTCSTANIeSs .
g+ Impact of health educat en and I'aternal and Child
Health/Farily Planning (i12iAP) TTosrnGs in
improving morbidity and mortality levels,
h. The use of traditional prretivioncrs and volunieers
in expansion of heelth se—vices.

The Denfa Project has a training objective as well as its research and
health delivery demonstration concern. A number of medical investizators
are collagborating in field epidemiolopy studics, whils University deperimonts
(demography, econonics, sociologY) are sinuying behuvioral and socioeconomic
factors related to heslth care. A nunter of Taculty are also engaged in
training peramedical health workers,  Anothor erca oy cooperation between
the medical school and the Iinistry of Healih is +he planned adninistration
of an urban health centre with a service populution of 80,000 in the wesiern
part of Accra.

10/.....



- 40 -

The Nemart-ont of Community Health of the Meédical School is also involved
in training experienced medical officers from the Kinistry of Health in
technijuns of Couraniiy Clagnosia and the orgenisation and management of
Maternal and Child leelth Tro remmes,

These arc only a few avcas in which inlversities can contribute by way of
collaborating with ilinisiries of Tealth in carrying out research aimed at
genercting useful infermoiicn wideh is badly need for planuing heelth services.
There are other arcas of coilaberation in wyhich Universities and Ninistries
of Heslih need te collaborate such es itreining and nanpower development,
planning the health services -~ tepics which have been covered in this
confercnce by other contfributors. It only remains to restate therefore
that the tesm approach to health care delivery will only succeeq if a

true team spirit is fostercd betlwcen the verious members including

Minictries of Health and the Universities,

SUNHNARY

The current need in the less develcped countries to develop a
suitable health care delivery system thnt is also acceptable to the isolated
and rursl populations has been outlined.  The special circumstances of these
countries with regord to resources and focilities were related to théelir nesd
in defining e comprehensive herlth care system delivercd through an integrated
basic health service. The delivery of a comprehensive health care, to such
communities, it wes contended, ccn best be corried out through the team approach.
Sone aspeets of_effective team organiszotion for delivering health care were
considered, These included technigues, leadership, coordination, communication
and administration. VWhen a health team has been successfully put together their
effectiveness will depend on the care with wvhich the heslth service strategies
upon wﬁich their prosracmes are dependent are conceived and executed, Some
sugegested ideas that have been found useful in developing strategies were discussed,
Finally, sane specicl features of the basic health scrvices of countries in the

African region were cnuwmerated and comuented upon,



For tl.e success of the health care strategy of any one of these countries,
it was pointed out thet the team approach to the planning, organisation,
execution and evaluation of the health programme must involve teams made
up of stol” {rom the linistries of Health as well as the Universities,
Some current cclleborative prosrammes between Universities snd Ministries
of llealth were mentioned with some further elaboration on the situstion in

Ghana.
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OBJECTIVES

General Objectives

develop university institutes or centres for
health sciences in most countries, for training
the various members of health teams, including
auxiliary staff;

reorientate the traditional type of educational
establishments towards a more rational approach
to training problems; )

apply systems analysis techniques to health
manpower training problems;

integrate multidisciplinary education;

provide pedagogic training for health sciences
educators;

ensure continuing education, through organized
systems for retraining and continual further
training;

develop public health education;

improve coordination between educators and users

of health manpower.



IMMEDIATE OBJECTIVES

Mangower

1

1

doctor for 5000 - 10000 inhabitants
nurse and 1 midwife for 300 inhabitants
technician for 500 inhabitants

sanitary engineer for 25000 inhabitants
sanitarian for 1500 inhabitants

auxiliary for 100 inhabitants



RESOLUTION AFR/RC21/R6

The Regional Committee recommended

develop, as from 1980, ten-year health plans;
improve the collection and analysis of
statistical data with a view to rational
planning of health personnel needs;

establish or develop the necessary training
centres for producing qualified professional
and auxiliary staff in sufficient numbers and
possessing the requisite qualities;

accord particular attention to the problem of
rational utilization of trained staff by
evaluating activities in regard to development

of human resources every five years.
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For example it was reported from some countries
in the Reaion that out of all children presenting
with fevef at hospitals only 20% had a positive
slide for malaria. The other 80% had acute
tonsilitis, pneumonia, otitis media, or gastro-
enteritis. Such studies provided the basis for
the construction of diagnosis flowcharts ?t one
medical school in the Region. When tested on
medical students in the first year of clinical
studies, there was 95% agreement with the final

diagnosis made by an experienced clinician.
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1, I2UVO, s Sltolitoes 1o L nbilo2 0L the Adrican Kegioa woro those
of coiuntyvies in ¢ .o ocein o Lailadn s un thoir cquipnont., The Region

is 2 conpiex cro ard las its dnmhoront aiificultiiez., It covera Africa south

para, including ladagasear

and other islands and archipelagos 1in

[¢]
2]

tae Atlonzic LoInGiaad veelns. I o Drisos 34 Llember Siates and agsociate

<.

wemkais together with toerritorie gucn @3 Angola, vozamblque, ete., which

are not yetl indepondent.  4no events of 1974 cncourage the belief that the

\

two counsries vill not Lo leag in acceding to international sovereipgnty,

Th2 environnent is ccpociflly hostile, Indeed, froa the dry aud huzid

Bavanna of ihe cquatorial forost to the ferest of Guinca, we find all the

requisite conditions for theo pullulation of j neatepnagic arthropods, the

veetors of various counmunicable dises 1808 (maxarla yellow fever, onchocerclasis,
etc.),
In 1973, the populetion totalled 270 million inhabitants, of which 43%

wore younger than 15, 53% betweon 15 and €0 years of age and 4% more than GO.

The overall mort ality rate is the hichest in the world: from 17 to 29 per

thounar the worl  wverug o being 14 p2r thous and; the infant rortality rate

(infants undoy one year of age) is in tho region of 150 per thousand, that is

to cay ten tiros higher thon the rates in Europo and North America, The

anaual natural growth rate of the population is about 2.5% for the Region as

a whole, the hichest rates being 3.£0 in Rwandz and 3.1% in lall, while the

lowest are in Ccntral Africa, the rate in Gabon being 0.5% and in Camoroon

1.9%. The low density ronulation of sorte 15 inhabitants per km2 i3 comparable

w



to that ol frorice and the Sovict Union, lower than in Asia (72) coad An Europo
(02) ald higier only gl oo iy dn Crornda 12), A higher ratio en rae3
when the nuaLor of iniaLlitonis is ccoparcd to the arca of arable land

~

(400 inhiabltints per iui’ in isurdcania)., Noithor 4o this very ycungz, low
¢englty populiticn hi aly ursindzed, since botwoen €07 to ©0% livo in rural
arcas, Tnc vast mrjority of the labour force is cccordingly cmployed in
anricilture, & roctor which occupies pore thin €00 of <he active population,
School cnrolnant, cuspocially in prinary schools, developed rapidly between 1929
and 1975, altheush the lterncy rate rorains low (200%).  Tho gross donostic
product (GDP) ranged in 1971 from $70 to 5310 rer head, Hinlng industrics
grew rapidly but their share of the GDP remained nodest. Among the 25 least
developed countries, 13 are in the African Region, according to the United
Nations definition. It is based on such indicators a5 the GDP (at least $100
per inhabitant), the share of industry in the total GDP (less than or equal to
105) and the literacy rate (20% or lecsa),

Resources being insufiicient, the proportion of these allocated to social
services is insignificant as compared to needs, Average annual expsnditure
on health 1s less than U3 S$1 per inhabitant. The slender resources are often
badly utilized, especially local resources which are not mado to yield as much
as thay could{ Environmental sanitation conditions are unsatisfactory and even
‘a2 most basic nzods ove oS met. Tie pregont srstooy of health sorvices
delivery is fragmentary and of limited efficiency due to faulty management,
National guidelines and policies in the field of.strengthoning of services do
hct exist. In the delivory of services, the emphasis is above all on curative
treatzent at the expense of preventive measures, Health institutions are
concentrated in the towns wiile rural arcas ere Ladly served. There is cne

Y
hospital bed per thousand inhabitants in urban centres compared with only ono . \9’
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of health purscnn)l remaing onc of tho major obst: 3les to tho cevelopnent of

heclth service., Avilnry otavs aro inadequately trained and badly utilized,

/
/

Tﬁe idea ol heaith team han nos yet bocone.accopted and this lcuds to its
zeudors' taske Loing Ladiy Cofinsd and opportioned,

2, Future ”Q:iﬂi%f?ﬁ:?iiﬁﬁﬁ?ﬂ?ﬁl&i renein gloomy in many areas, Resultst after
the first twg yoa;s 2% the Sceond United Nations Decade for Dovelopnient show
that developmont problems  far fronm bei&g ;cttlod, have continued to worsen,
In many cas2s there has cvon been a recyession conpared with the situation
prevailing towards the end of the previous decade, Deveolopin:g countriecs have
obtainod sowe reosults in extending the bonefits of econonic' growth fcllowing,
in particular, the develcpont of mgans of health cducation, the construction
of economical housing for tho poorest sectors of the population and other
improvements, but rueh remains to be done, especially in bringing theso
advantages closer to rural arocos, Domagrapﬁic projections indicate that tho
population of tho Region will total 340 nillion in 1980 and 560 million at
the end of the century. Mcmbers of the O to 14 age group will increase while
those in the over 15 group will decrease; 70% to 80% of the population will
continue to live in a rural environment in most countries; in others, that
Proportion will bo from 0% to 30%. Ecencmic brospects will probably improve,
Inproved planning of manpower developnent and educational prograrmes as functions
of nat’onal neecs should iecd to more satisfactory results in tho field of
education, From the point ot view of health, there is likely to be a marked
decline in infant mortality, increased 1lifo expectancy at birth, with chronéc

and degenerative diseascs being among the most prevalent, The stron=thon? o~

! EBS3/28, p.12,



of houlth sorvicss cnsulns Iroa antirration of proventive and curative
trectiazrs, of Znsiitution:s Jidak lospitals to Posiphcral health caatres,
of fixed and wodlie survices siuvald wasire better coverave of the
populations. This 13 tho ecolegleal a:nd soclooconomic context within

whichi the various lonz~tora targeta have been envisaced,
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The primary role of the University in any community is
to spread learning through the prosecution of teaching and
research. From being mexely an art acquired through
apprenticeship, medicine developed firmer scientific basis
through its links with the University. Certification and
validation of products of medizal schools also being possible
making for harmonization of medicine which is an international
subject,

The health team coﬁcept demands that for each doctor,
there must be many more health auxilliaries and paramedical
staff who are geared towards providing primary medical care.
The training of doctors/dentists have previocusly been discussed
in our earlier paper. It is however still relevant to add that
the intimate doctor-patient relationship must still remain

sacred despite all the scientific and technological advances

that have acrued over the last couple of years. Such .aidvances



1 :garding the diagnosis and treatment of nany conditions have
tended to have major effects on the pattern of medical practice
in some parts of the world. It is even feared that the
personal touch may soon be reblaced by a team of technical
experts. In the health team concept, the doctor must continue
to preserve the personal relationship as the leader of his tean.
The University could play an important role in the
training over short periods of.newly recruited trainees (madical
or health auxilliaries). This would involve a redefinition of
tasks and the provision of training relevant to the tasks these
n2w auxilliaries will performe. This cadre of personnel who are
lower in status than doctors should be given avenues for further
educational and financial advancemen£ through refresher courses.
With their tasks well defi;ed, the question of professional

rivalry between such trainees and tre doctors will not arise nor

<
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will the frustrations of the Yaba trained doctor who
received less pay for the same job arise,

The training of other para-medical pexsonnel which
has been primarily the responsibility of Professional
Crganisations should continue to remain in these bodies.
Government should make financial and other arrangements
to ensure an expansion in the numbers of personnel trained
while the retention of high standards should remain with
the Prof?ssional examining bodies,

Involvement by the University of Ibadan in the training
of para-medical staff like Community Nurses, Dispensary
Attendants, Health Inspectors etc. is presently being
proposed to take part in the Ibarapa Project. Since its
inception, the Ibarapa Froject has been used primarily by

the medical students in their Community Health posting.



These students learn to work with oth?r memnbers of the
health team and by working.in a rural area, recognise at
an early stage the problems of these communitiese
Involvement of other medical schéols in this kind of
programme by an ever increasing number of medical students
could change the orientation and motivation of doctors so
trained to offer sexvice in rural areas., Necessarily, the
admissicn requirements of members of the para-medical
health team wil} be lower than customarily accepted by the-
University. Proper Job Evaluation and performance would e
enable this cadre of workers congiibute in the preventive
and curative facets of medicinee.

However, it is in the area of post basic education for
the para-medical staff that the University of Ibadan shown

interest. The existing requirements for admission to the

Faculty of Medicine are so high that only students with



poorer grades than comparablz medical students in any one
year get admitted into the para-medical areas. Should
integrated lectures with medical students be adopted as

has been advocated in some schools, the need for repetition
o lectures in view of students with weaker background will
defeat any advantages integration may have. However,
University commitment in the training of para-medical
personnel will provide the teachers - administrators and
research workers required by the para-medical bodies. Such
graduates will carry out with them the priviledges inculcated
by their education by cultivating disciplined attitudes of
mind towards the profession and the community at large.
Their role in the promo?%on of research in all &aspects of
health will make a positive contribution of the Health

team's delivery of care to the community.
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"HEALTH PROBELEMS OF BLACK POPULATIONS"
Manpower developmen and the role of the university.

Philosophy. Philosophy has been derinea as the search tor truth through a aevotion
to knowledge. 1In rhe medical arts andg sciencas, the philosophy must, of necessity

be the epistemology of the humane and the pragmatic. service of man. The profession

of medecine conveys a message of hope for an improved quality of life, with the
minimization of pain and postponemert ol death, and for an organic freedom which
permits greater en oyment and acrtivity.. If this is true, then we must ask ourselves,
"What. is our responsinility to the communifty?"

Dr, Sheppara of €fommunity Hea.th Planning pointed out the dissonance of the
narrow.iy inaividua: pracrioner wiin the relt needs of the community. What should
the medical professions ana the faculties of the universities do to correct this
siluation? Should the faculty members organize committees for policy and action?
To what extent should the skiiis or other professionals than medical specialists
e sought? Can the doctor work as a team member with other non-medical peers
who are not. subordinate to him?

Dr Dray!on mentioned the indigenous practitioners, and the Honorable 0.M.Harper
pointud out the fac that the main resort of the people is to the local healers

because of the absence of trained professionals; these untrained part time specialists
render a grea! service to the gsufferers of their locales. Should we then follow

the examples of China, the Soviet, Ceylon and pvpt, and train the local

heale rs in principls of first aid, and perhaps teach them elementary diagnostics and
permit a minimal drug dispensary?

What. rewards can be extended to induce professional medical personnel to serve in
remote areas? Could work be undertaken by means of a rotational plan? Could
mobile units '‘be developed?

Research, One of the main reasons for the existence of university reaching in
medicine is to conduct research. How can this work be increased and more closly
related to health care delivery?

Should ther¢ be an increase of double blind teasts of new medication?

How may we avoid the criticism of using members of the community for research,
of raising expections, and of failing to deljiver the inferred health care?

Can there be an overall planning for improving the quality of }ife by

integrating the knowledge, skills, and services of the entire faculty of non-medical
staff as well as the health profesasionals? The need for communicational help

has been mentioned several times in the course of the conference == coulc linguisric
and speech specilaists , as well as public relations personnel be enlisted in a
crusade for improved health and wider research?

Have the members of the medical faculty the imagination, the breadth of vision,
the idealism, and the administrational gifus necessary to integrate an
overall use of facultiea in other fields toward these philosophical gaols?

Des%ite the enormity of the tasks, the difficulties and pitfalls, most pf
the questions can be answered positively. Our problem is to work ou practical
and effectivemeans to these ends,
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The Role of the University in the Solution of Health Problemg.

a. Education of Professionals Supplementary to Medicine and

of Health Ancilliary.

gggommendgt;ongz

Curriculum for medical school already too heavy. It
would be unwise to introduce dentigtry as a8 subject
into the curriculum. However basics of dentisgtry
should be taught in the medical school: example of

this is in Ife. Since health education is so effective
in dental care the Preventive asrects of dental care
should be vigorously encouraged.

Since setting up of dental schools ig even more ex-~
pensive than medical school and dental nurges are
able to meet the bresent demands of the populations

and the training of dental nurses should rather be
encouraged.

b. Community Involvement

Traditional Healers and Others.

Recommendationsg:

a. Dialogue with Traditional Healers

b. Research into Traditional Medicine to be continued.

€. Invite Traditional healers to be on Health Education
committee. Try to influence them to change their
traditional concept of disease.

d. Tradition Birth Attendants Schools for these to be

set up and upgraded and encouraged to help in this
field.



GROOD T TUURLSTAY APTERNOON

Some of the quesiiors o LR congluered:
Are traditional healers to be inzorporated into the medical services?

Or not?

If so, which types shsuld b considefed?

Should they be retrained Tirst?

By Whom?

Where?

What sort of training for which type?

Any constructive suggestions for training systems?
Whal aboul research?

If research, which areas should we be interested in?

In herbal medications?

Psychic section?
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THE ROLE OF TRADITIONAL HEALERS

IN THE SOLUTION OF HEALTH PROLLEMS

1. The Traditional African Concept of Discase

Traditional African medicine is an art derived from the
cultural expericnce of the people and bound up with their
religious belief. Tt is practiced by professional lhealers
within the various tribal groups. The methods of treatment
used are carefully guarded secrets and are only revealed
through the training of new recruits into the healing
profession.

Although there are regional peculiarities in the tra-
ditional religious belief of the African, certain basic featuree
are held in common throughout the numerous tribal groups.

I shall refer primarily to the practice of traditional
medicine in my own country of GUana; Christians form about

a third and Moslems about a fourth of the Ghanainn population.
The rest of the people are animnists, i.e., they lLelieve in
spirits.

The Akans, the larcest tribal group in Ghana (also
found in parts of the Tvary Coast), believe in Nyankopong,
the Originator, the Supreme Being, the Creator. and Source
of all life. He is considered to be a spirit and is approached
by human beings only througli other lesser spirits, or ahosom.
The earth, Asasec Yaa (Clother Larth) is considered a goddess.

The abosow have their shrines uvhere they are approached and



worshipped through their intermediaries, the priests and
priestesses known as akomfo. The akomfo are subject to

being posscssed by their-gods and are believed to speak with
the god's voice while in this state. (A description of
pbssession will bhe found bgioﬁ.) ”Traditional healers are
usually in close contact with thesec pricsts, who assist them
wvhen necessary and from whon they can learn morec about
healing.

Ancestors have a ceﬂtral place in the cosmoiogy and

\
social system'of many African societies. "For the Akans,
although Lhe ancestors are physically dead their spirits
are still scen as an integral part of the society, helping
and rewarding those who obey the laws and follow the customs,
punishing by discase or misfortune any who fail in their
traditional obligations.

The African helieves in the existence of supernatural
forces which have control over life, decath, and discase.
Although illness is accepted as a ﬁuthologicnl state, it
is generally believed to be caused by the ill-will or
ill-action of one person against anothcr, through the agency
of witcheraft and magic. Concepts such as germs, viruses,
and protein and vitamin deficiencies do not figure in
traditioﬁal medicalALheory.

The ldomas (Nigeria) have what has been described

by Armstrong (1966) as the "moral theory' of discase, according

to which serious illness is attributed to either a moral



lapse.on the part of the sick person or the malevolent act
‘of anothef. Among the Akans (GChana) the cause of serioﬁs
iliness is often songhtbin.the circumstances of the person's’
social lifec. The traditional African view makes no clear-cut
conceptual separation of the physicﬁl wvorld on tﬁe one hand
and the supernatural on the other. It is therefore thought
necessary to treat illness on both the physical and spiritual
levels. VWhen a sick person consults a traditional healer

he expects hjm to discover the cause of the illness, fxind

out who the culprit is, diagnose the nature of the discase,
apply the right Ereatment, and supply a means of preventing

the misfortune from occurring again.

4



2. The Training of

Different Types

of Professional Traditional

Healers

The traditional healer is

in Africa.b
lle is accessible to everyone and
at many points in individual and
influential, well;respected, and

He is sometimes wrongly referred

as a "witcli~doctor" ~- a term

forgotten. The traditional

he prepares himself. lle charges

to the patient's financial means.
P

to pay at his convenience.

There are diffcrent types

those who use only magico~religious mecthods

the herbalists who derive their powers from

and the sumankwafo (Akan, Ghana)

He is a great source’

which

healer

scen in every town and village

of help in times of crisis.

e comes into the picture

e

community life. He is
well~likal in his community.
to by Amcricans and Europeans
buried and

should now he

uses medicaments which-

for his services according
The patient is permitted
of traditional hecalers:
in healing,
their

medicines,

viio deal in asuman (charms

or talismans). Asuman have innate magical properties derived

from spiritual beings,
the traditional healer

religious mcthods in healing.

Perhaps the most popular of

It is

all is

who uses both medicaments and magico-

the training of this last

type of traditional healer that I now proceed to describe.

A. The Traditional

Healer

A prerequisite for being accepted accepted for train....,

in most cascs, is to have becen

usually occurs when

possessed

the prospective traditional healer is

by a deity. Possession

attending

(‘(‘,‘



some feligious ceremony at a shrine. Both men and women are
accepted bLut are trained at different shrines. The training
lasts for three years.

The first year is devofed primarily to orientation
and observation. During the second year the trainee lcarns
therapeutic techniques and the properties and location of
plants and herbs. He learns about the god of the shrine,
for he will be the intermediary between the people and the
god. He learns dances and incantations used to invoke the god.
He is taught the construction and usc of asuman, or charms.

In the third year, the traince receives insﬁruction
in the technique of "water-gazing"'" -- hve-nsom. This is

an art of divination which involves the ability to discern

" FYor many veeks the trainee

"what lies within the water.
is taken to thé side of a river and made to look into the
water until he begins to sen the faces of the spirits of the
aﬁcestors. The purpose of the art of water-gazing is to
be able to communicate with the spirit of the ancestors.

During the third year the trainee is taught akom,
the art of being posscssed. Akom manifests itself in behavior
akin to an epileptic fit. Tt is induced by drumming and dancing
Ly the shrine attendants.

The alom descends suddenly on the person in question,
who may be dancing normally or quietly standing or sitting
watching others. Suddenly he becomes possessed. le begins

to rock and shake violently, rolling his cyes and behaving like



somcone strugpling for air. The attcﬁdants of the shrine
come to his aid‘and take him awvay. He is brought back with
white clay smecared all over his body, clad in white cloth,
-and wearing charms in his hair, en his arms, and on his
ankles. lle starts to shake and dance, remaining on his feet
for hours, During this time he is supposcd to be possessed
by the deity and can make utterances desired by the deity.

Finally the possessed person slhiouts loudly and the

\

deity departs. The possessed person collapses into the
arms of the attendant. VWhen he revives, he has no apparent
recollection of what has happened.

During the training, strict discipline is enforced.
Taboos must be observed. Celibacy is required. The trainee
must never adjure the god of the shrine to kill aznyone.
He works during the day on the TH's farm, lives in the same
compound as the TH, and sleeps at night in the temple beside
the shrine, so that he is const;ntly under obserQation by
the TH. At the end of the third year, the initiate attains

the status of a fully trained traditional healer.

B. The Traditional Birth Attendant (THhA)

In Ghana, 657 to 75% of all births are attended to by
TBA's, and the situation is not likely to be very different
irn other parts of Africa.

Studies by Acquah (1956) in Ghana show that the training

fae
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of a TBA may take {rom one to seven yecars, depending on
previous expericnce. The traince learns under an older prac-
ticing TBA, invariably a lineran or )}inswoman.

The pupil receives instruction in the magico-religious
belief surrounding pregnancy. ‘e learns the traditional
methods of treating infertility. menstrual complaints,
complications a:ising from pregnascy, and infast diseases.

In addition, he learns alout t'e natural phosical changes which
occur during pregnancy, and is introduced to the medicinal
herbs usced in obstetrics,_

Priestesscs also stqa}xmjdwifery during their tyaining
as officers of the shrine. They use essentially ragico-
religicus remedics din their treatwent of pregnant women,

TEAs may be male or fema'e. They are usually elderly,

and are often illiterase.

C. "Bone-sctters"

Some traditional lealers have becomne famous for their
skill in setting fractures. The town of Lartelh is well known
in Ghana for its bone-setters. Tt is believed that the shkill
vas derived {ron the god Adeleca and is transmitted through
the patrilincape at Nubeace, a subdivisien of that town.

The practitioners appear to have a sound lnoulcdge of anatomy.



3. Diagnosis and Trcatment of Tllness by a Traditional Healer

Let us assume that the father in a family falls 111,
The wife or éhildren iﬂforﬁ the clders of the extended fahily,
who then assess the sftuation. if the father is found to bhe
seriously ill, he is relieved of his responsibilities as a
father. This mecans he has received legitimate approval to
be ill. 1He is now free from his spcial responsibilities and'
can assume the sick role. 'The sick father, accompanied by

\<

relatives, now goes to consult a traditional healer at hiﬁ.
shrine. |

The diagnosis of illness is embedded in the magico-
religious system of'the societyf Sometimes a specific god
may be consul;ed, at the patient'é request or the TH's own
discretion, to ascertain the cause of the illness. The
techniques used in divination include posgession.

The god communicates with the TH during. the time he
is possessed. This dialogue is uﬁintelligible to all arbund
the shrine, with the exception of the TH's okyeamne, or linguist,
who interprets the god's message to the patient and his
relatives., .

After diagnosis the patient, accompanied Ly a member
of his family, remains at the shrine for treatment.

Medicine may be talien orally or by cnema. During treat-

ment, the patient is allowed little rest becausec the agents

causing the illness -~ demons -- must he frightened away.



Terrifying maéks, unbearable amells and fumigations, loud
noises and dancing may be employed to this end. 1If these fail,
sorcery (the use of magic to overcome evil deeds) is utilized
by the TH to drive avay the demons. Should the demons prove
resistant to this appreoach, they arc appeaéed with sacrifices
and precious gifts.,

The test of the effectiveness of the traditional healer
depends on his ability to communicate with supernatural forces
in order to dﬁagnose disease and prescribe cﬁres. Thqipatient's
faith and the personality of the healer are essential ingredients
for success.’ This method of handling disease through magico-
religious acts and concepts has a positive psychological value.
The patient's belief that the traditional healer has established
contact with the forces which control the disease contributes
to his feeling bf security and trust.

Many of a TH's visitors are not really sick. They
cohsult him in search of asuman (charms, nostrums) which they
hope will enable them to méet the problems of modern society
and éveryday life: success in trade, competition at school
or at the.office, fear of infertility, impotence, etc.

The studies of Acquah (1956) and Twumasi (1971) in
Ghana ewmphasize that both the educated and the uneducated
seek help from traditional healers. Most educated as well
as uneducated women consult the TBA when pregnant. Qften they
aéquire asuman, charws, as "protective medicine" to cover the

period of pregnancy and the carly life of the infant. Thisg
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aspect of the TBA's activities is very important to the

eéxpectant mother.Those women

who have access to antenatal

clinics go back to these clinics to continue their medical care

after they have acquired the

"protective medicine."

[

-
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4, Pharmacologyv

Léch traditional healer hLas his oﬁn recipes for treating
disease. 1In gencral, these are tradec secrets, although there
are some herbs which are in common use.

While the modern pharmacist secks primarily to isolate
the active principle (e.gf, in an herb), the traditional healer
believes other principles may have a synergic cffect on the
main active principle. He therefore mixes his medications

\.
in order to dilute or activate this effect. l}edications
may be prepared from herbs alone or mixed with animal parts.

Fzeabasili (1966) gives a list of some Ibo (Nigeria)

medizations and their ‘constitution. TFor example, the extract

from Argemone mexicana, berberine, is active against Leishmania

tropica. Casgsia absus, whose active principle is chaksine,

is active against staph aureus. Solarum supp. contains solanize,

which is active against candido albicans, staph aureus, etc.




5. Why Does Traditional Medicine Con

tinue to Flourish in the

Face of Scientific Medicine in Af

rica?

There are several rcasons for
of traditional medicine 1in presentday

(a) Traditional healers are m
people than modern medical personnel.
census in Ghana, while only 29% of th
and work in urban arcas, about 71% of
medical personnel working for the civ
urban centers. Health personnel whe
arcas often refuse to go back and wor
because of lack of social amenities.
miles only to find when she arrives a
her baby is already decad.

(b) The bureaucratic organiza
facilities is often alien to the peop
hospital attendance.

(c) It is commonly felt that
and discourteéus.

(d) In psychiatric illness, t
prefers to be treated hy the traditio
share the samc world view.

In sunmmary, the traditional he
lives among the people and can be sou
day or night. A patient is charged a
and usually can pay at his own conven

healer always gives hinm an explanatio

the continued popularity
Africa. |

ore accessible to the
According to the latest

e Ghanaian population live
the medical and para-

il service practice in

are recruited from rural

k in remote health contersv
A mother might walk for

t a health center that

tion of the health

le and this discourages
hospital staff are brusque

he traditional African

nal healer becauce they

aler is popular because he
ght out at any time of the
ccording to his means,
ience. The traditional

n of his illness; in contrast,

the hoapital sraff often finds no time to offer exulanations.



13

6. Interaction with !Nodern Medicine

From the standpoint of modern medicine, traditional
‘medicine has maﬁy shortcomings. 1t is not rational. The
traditional hcalers are reluctant to reveal the recipes for
their medications. No records of trecatment are kept. The
sanitary conditions are sometimes unacceptable by modern
standards.

But in spite of these shortcomings, Africa stands to
gain a great deal by integrating traditional medicine ‘with
scientific medicine. This integration will be particularly
valuable if the preventative aspect of medicine is emphasized.
Traditional healers, who by virtue 6f their work are already
popular and influential in the community, can be invited to
serve on public Lealth education committees. Bopefully, this
would create in them an awareness of the physical causes of
disease and eventually could alter traditioﬁal attitudes.

There are already indicationé that this approach may
not be unrealistic. The attitudes of traditional healers
have already begun to change. THs now display sign boards
advertising their skills. Some own telephones and mailboxes.
Some bottle their medications for large-scale mqucting.
Several can be seen practicing their profession wearing white
coats, another modern influence.

In Larteh, Chana, the chief priestess of the Akonedi
shrine has a sceretary and an "education attache", a university

graduate wio gave up a university lectureship in parasitology



to take up this work. The

14

chief pricstess has also travelled

to the United States twice. (Brokenscha,

There have been instances

‘have even suggested that their atients
88 p

for an injection.

It can be inferred

1966)

vhen some traditional healers

£0 to the hospital

from the above examples that the

traditional healers are not totally cut off from the 20th century,

Tt might not bhe impossible, therefore, to inrluence them

positively for the benefit of the communjty., .

It is encouraging to know that

sSom

¢ prominent educational

institutions 1in Africa have already started investigation

into traditional medicine.

In Nigeria, traditional medicaments

are being analyzed and the useful ones introduced into modern

nedical practice (Onuaguluchi, 1964,

In the Aro experiment,

Lambc has been able to develop cooperation between psychiatrigts

and traditional healers.

The scrvices of the THe are used to

allay the fears and anxietices of his psychiatric patients,

In Ghana, a program for upgrading the

has been set up under the

Rural Health and Family Pl

medical school'

lanning Project.

performance of TBAs

s Danfa Comprehensive

The aim is to devise

a training program which incorporates traditjonal nidwvifery

practices into the official

lasts for four months, after whicl

kits from UNICEF.

training curriculum. The course

: TEAs are given midwvifery.
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7. Future Prospects

In the face of the acute shortage of health personnel
as well as facilities, the interaction which has been established
between traditional and scientific medicine neceds to be
encourageaed, It opens the door wide for nev ideas which, if
skillfully processed, could be of benefit to all. Some of
the traditional healers, such as bone-setters and TEAs, are
already very skilled in their specialities. Ve need to develop
ways to retrain them to male it possible to incorporate them
into the medical scrvices.

We cannot ignore the fact the 70% to 80% of the population
in Africa use the services of the traditional healer. Unfor-
tunately, not enough is known of the intrinsic value of some of
their healing methods. There is an obvious neced to collect
data and to conduct research in this area.

Cooperation with the traditional healers can lead to
a positive change in the traditional African concept of diseasec.
We stand to lose nothing by this ecxperiment. The traditional
healer is bound to remain popular into the foreseceable future
since he is accessible, available, and acceptable to the people. %NUQFﬂ

Why not use him? . Yéwf’
L

et



16

8. References

1. The Traditional Background to Medical Practice
‘in Nigeria. April 19066,

Papers presented at a special seminar under
the auspices of the Tnstitute of African Studies,
in collaboration with University College Mospital,
University of Tladan.

a. "Tdoma Traditional Attitudes Toward
Disease," K. A. Armstrong.

b. "The Supernatural Aspect of Discase and
Therapeutics Among the Tgalas," J. S. Boston.
\

c. "Traditional 1bo Idecas about Disease and
Its Treatment," M. Fzeabasili.

d. "Yoruba Tdeas of Discase Revealed by lospital
Patients,” A. D. Lucas and R. G. lendricks.

e. "Problems of Adjustment Between Traditional
and Modern Methods of Medical Practice," T. A. Lambo.

f. "Integration of Traditional Pharmaccutical
Discoveries into Modern Medical Fractice,"
A, Onuaguluchi.

2. Accra Survey, 1956, Tone Acquah.

3. Social Change at Lartch, Ghana, 1966, D. Brokensha.

4. "Traditional and Modern Medicine," Insight and Coinion,
1971 Vol. 7 No. 1.

5. "Our Heritage, the Traditional Medicine in Mankind;"
Ghana University Press, Accra, 1972; S, R. A. Dodu (Speech)

6. "“Traditional Birth Attendants Program," Dr. D. A.
Ampofe, 1970 (unpublished).

7. MWitcheraft, Oracles and Magic Anong the Azande, 1937
E. . Pvans-Pritchard. :

6. African Svetems of Thought, 1960, M. T'ortes and Dieterlen.

9. African “clipions _and Philosophy, 1969, J. S. Mbiti.

_tn Chama, 1959, @i, W. Debrunner.

Y



e

-~
o
[ .

- g
(-ol L]

7
* =uw

-y oy

ROMCT

S

FAULIGA T 3

recard to
r.

\

D R |
LSt
b &

1th
s ]
B

1rith
ol
.0

="y

igeria
o

i C

1

(

COX

Al

n N
(=
-
-

ol

ing
1

2




Nigeria with a powulation of nearly 80 million (197
census) has grossly inadequate basic health facilities. As
at 1971, the'Health Manpower and facilities obtainable arxe as
shown in‘Table I and II (Dada B.A.A. 1973). When one group
of the total health manpower tcam - the Physicians - are
looked at on a global scale, Nigeria has only 1 doctor per
33,000 population (Table 2).

The inadequacy of health manpower is further complicated
by uneven distribution among the populaticn and dearth of
infrastructural services like clean water, electricity, casy
transportation and inadequacy of funds. Other problems like
poor envircmental sanitation and personal hyaiene, overcrowding
poor nutrition, inadequate pe;sonal health services (materna;
and child health, school and occupational health services)
uncordirated and inadequate immunisaticn procgrammes, health

education and epicdeniological services ircluding the building



schools o aiw ar nraducina 1,000 docters per ccheol peor year
by 1980, This target can be reachzd by the older and more

established schools if scrious consideration is given to

(2)

(c)

adequate financial previsicn to the Universities
or Medical Schools. Costs which will xun into
several millions of dellars will be needed for
capital and recurrent expenditure. A mininum
figure of 200,000,000 per school has been
suggested as a -rough estimate.

Suitable and adequate nunbers of candidates can
only be obtained if good sciehtific.foundations
are laid in the Secondary schools. It would also
be necessary to run large Basic Sciences courses as
well as expand and adequately staff existing ones
if wastage fron drcpcouts or lowering of nedical

standards is not to enste. Yt would also follow

i\



(c)

that students adaitted into nedical/dental schools

should be offered scholarships automatically.

‘This would obviate the possibility of students

not being able to take up places becavse of lack
of funds. The provision of a State schoiarship
which is often tied to a bond will also cnable
the government to deploy docters to serve in
rural areas where the poor, underpriviledged,
ignorant, undernourished and disecased populations

who niced medical care abound.

At the sane time as the number of medical personnel

are being increased, there .aust aiso develop

training progranmes to increase all categories of

the health manpower team. Such newly recruited

trainces (health auxilliaries) and the existing



para-medical cadre should be given more relevant
training thap they had previously received to
ﬁaximisc their capacity and function. Their
oricntation should be towards rural, urban,
preventive and curative approaches to hcalth care
delivery. Reoricntation and redefinition of tasks
will enable para-médical perscnnel take over the
sinpler and unslilled ?asks which the doctor has
to perforn. Routine immunisation programmes, the
recognition of minor illnesses and health education
can also be taken over by this category of staffe.
(d) The reorganisation of facultics cf medicine within
Universities to semi-autononcus sch;ols of nedicines
affiliated to degrece-granting trniversities appears
;trong for budgetary and other administrative

A

reasons. The training of bas.c para-medical personnel



(e)

- O -

would cost much more to provi&e and would be less
efficient within the umbrella of degree-granting
institutions. FEearing in mind the high entry

requirements for nedicine in the Universities,

‘the para-medical studonts would be poorer academic

raterial who would necd nore of the teachers! time
if satisfactory results are to be achieved.

The provision -of adequate numbers of teachaxs
would constitute one of the bottle necks of this
grandiose plan. There is aléeady general world-
wide shortage of qualified t:achers e;pecially in
the preclinical areas. Massive recruitment from
abroad would provide a termporary solution.

However the expansicn cf post;raéuate professional

training programnses, to provide tcachers as well as



staff bicger hospitals will be an absolute
necessity. The recruitment of the many qualificed
.ﬁigerians in the Unitied States or United Kingdom
etce who axre part of the broin-drain should be
tactfully pursued, the persons being offerred
attraétive conditions of service.

(£) Medicine is ;n international affair and even with
this apparent nass prodaction, all efforts nust be
made to aveid devaluvation. Modern teaching
technological aids should be utilised as nuch as
possible to improve the teaching. The curriculun of
the medical schools should be designed with the
primary ain of training doctors for werk in MNigeria.
Serious consideration should also be given to the

reduction of periocd of uncergraduate training to

4 years without lowering the standard of instruction

3



'or tire quality ol the expericnces Reduction in the total
duration of the course will drastically reduce even the
short periods of vacation and will impose a heavily crammed
course especially in the preclinical areas.,

To ensure uniformity of development in all sectors of
the econony th2 growth of other prefessions like Agriculture
engineering ctc. should also be accelerated.

Both the traditicnal realer.and nenbers of the ortﬁodox
medical hecalth team aim at offering service to the community
who are the consumers of skills. Ademuwagun (1974) found in

a study on a rural comrunity that the pattern of utilisation

’

of health services was not based on educational status but on

the belief and value in what each systen of medicine could
do for a particular coamplaint or disease. For example, with
neurosis, 74% of people believed and consulted traditional

healers wherecas in dysenteric diseases, 665 consulted the



orthodox medical physician. When it is recalised that over

85% of the-ligerian population live in rural areas rcconciliae

v

tion and intearation betwcen the two Systeﬁs of medicine
beccnzs very important since thoy hoth ain 2t a commen goal.
Viewed from the eye of the practitioner of orthodox redicine,

the identificuticn of the positive roles and elinination of

the negative practices would bte the first step tcwards
integration and reconciliation. The enlarged mixed health

team could by tackling the burning health issues of the community

transform the country as if with the wave of a wand.

\,



TARLE T

PIRALTID MAMEQO )R AMD FACILITIES

R N R T S N A

Estimated Population

Nunber

Nunber

of lMedical Schools

of medical graduates (Ibadan & Lagos

University)

MNumber
RNumber
Munber
Nunber
Nunber
Nunber
Nunmber
Munberx
Nunber
Nunber
unber
Nunmbex

Nurber

ci Pegistered Dentists

of Registerced Veterinary Suracons

of Registered Fharmacists
of Registered Medical Practitioners
ot MHeaistered llurses

of Registcred bdlidwives
of Mospital ( and health centre) beds
of llaternity beds

Reagistered Psychiatric Nurses
of Registered Health (Nurse) Visitors
of Registered RNurse Tutors
of Registered dMidwifery Tutors

Public Health Nurse Tutors

He

of Registered

66,000,000

5
103

120
182
910
2,878
14,006
14,951
34,705
4,334
356
125
117

40

18
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TABLE 71X

. ey

v MY O PCARIIIANCITITY TS AT Y e
}15.’\}.1/1!1 A.."'.ru C./L.‘zl\ i‘.t'w..LfIL,A;;)

s WIGERIA 1071

Population
Pepulation
Population

Population

[legistexed dentict

Rcgistered Pharmacist

per

Reagistered ledical

Practiticner

Population per Recistered Murse

Population per tHospital bed

Population per MHaternity bed

From Dada B.AlA.
Planning.

Esan G.J.F.

13,000,000
550,000

72,000

23,000
4,700
1,900

15,000

In prenities in National Health
Editors Akinkugbe, 0.0. Olatunbosun O,

Caxton Press Linmited Ibadan pp. 123



TABLE  TII

DOCTONS PER 100,000 notulnation

usAa )

BRITAIN g 120-200
EUROPE )

Taiwan 32
India 22
Pakistan 19
;ndonesia 4
Tanzania 4
Nigeria 3
Malawi 2
Nepal 2
Ethiopia 1

Source:

Statistical Year Books of U.N,.

and W.H.O.



PolSroCiIvas wIth R0GARD TO IIICRUASIUG HEALTH
kA FO B DOVELOPML. T T3 GuANA

3y
Dr. S.R.A. Dodu
Dean - University of Ghana lLedical School

African countriec have come a long vay since the days of the
colonial medicnl service, Todoy, Africans are free to set their own
goals, their ovn mriorities and tlieir oun tarpets ond 4o alrmost every
country tris reons a cornitrnent to vrovide heplih core coverare for
the total monulation,

“he slogan "accerinble and accepted health care for all" is
implicit in stafencnic nade by political lenders iiwo. shout the vorld
and will dominxie nedico-pelitical thinking in the remeinin: decades
of this century. It is for sober minded healin plziners to determine

a rexlistic level cof "accestability" that a2 country ic altle or wvilling

Level of ealth nan~oter developnent

The position in Jhiana is not urnique. The basic denogranhic
characteristics are similer to these of other countries in iest

Africa and the trends in ze:lth nanpover development «re also similar,

| ) ,
? AN R ST < S
|

e pat.ern ¢ zedical wvractice is such thet olmost two-thirds

(Fig. 1),
of the total nunber of doctors are employed by tie Government in the

national hexlta service which is run by the liinistry of Liealth. at

the end of 1¢73 there were 951 physicians in the whole country and

on/24
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675 (ieeo T25) of them were Ghanaians (Table 1). , PR P HERE

In round figures 4+ of the physicians are baced in the capital
city (pop- 700,000),-% in 19 other urban communities with a total
population of about 1 million and the remaining < are scattered over
the rest of the country where 70f of Ghanaiens (6 million) live in
communities of less than 5,000 people each,

This is the perspective against which Ghana must consider
its health manpouver development policy. The objective,}s to exténd
basic health services to 21l areas. There is no disagreenient on
this; the real cucstion is how shouvld, or can it be achieved?

Extendins physicizn type service

Table 2 shows the mumbers and distribution of the nain
categories of health rersonnel and reveals that wherees only B
of doctors (mainly non—Ghanaians) are in practice in the ruz. . .reas,
78+ of medical assistants are located in these areas. It ig cliear
that any intention to extend physician type service to rurnl areas
in Ghanz at the present time must give priority to the tra- v of
medical assistants (or Health Centre Suprerintendents).

Ghana is currently considering starting a new o7 : arood
and it is pertinent to examine the need for more doctois, . Iis
proper perspective and also tc consider the role of the podt ersity
in shaping national health policye.

Physician/population ratios

The uncritical obsession with physician/population ratios

is a dangerous condition which obscures the primary objective whicl

oo/
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The role of the University

The responsibility of the University Medical School in
national health planning has been stated in a WHO publication
(Technical report Series N0.547, 1974) as follows:

"Medical schools cannot be simply interested b;

r
or reactive institutions responding to pressures
have to help to shape events in the health core arena

and they muct be committed to the enliglhitenmeni of mblic
opinion if demands of society are unsound, ‘hoy nust
interact with the health system as it is, ond assist in

its gradual and continuous improvement."
"Enlightenment of public opinion" in practical teims ne
identification of problems and the marshalling of objec
in support of a recommended line of action.
The Universities must assist irn the evaluutio
of health versonnel in the field situation and they
out research into the most appropriate and effective ne
training different levels of health personnel uvnder ¢
There are other problems to whichk solutiocns i
(1) Uhat is the rate at which rural areas are
to acguire the minimum facilities that ca
effectively sustain a doctor?
(2) What is the optiwum number of doctors [o:

[FEOR S H00 P A

vresent and enticipated expansion of
service?
(3) At what rate can the health delivery system absorb

doctors?

/5
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is to extend 'acceptzble'! and 'accepted' health services to the
whole population.

It has been sugcested for example, that Ghena should plan
for a target ratio of 1 doctor to 2,000 people by the year 2000 A.D.
Such statements are based on the assumption that, whatever it is,
that is meant by "acceptable" health care, more physicians are
required to provide it.

Physicians and medical assistants (Health Centre Superintendents)

llo target doctor/population ratio can of course guarantee an
equitable distribution or en efficient utilisation of physiciung,
Ghana has already cchieved the target of 1 physician o 10,000 of
the population which has been sugzested for the WHO African Region
by the year 198C and in my personal opinion it is feasible
realistic for Ghana to reach a target ratio of 1:5000 in the yeer
2000 4.D. (Table 3)s This would require an intake of 120 doctors
into the single medical school as from 1981, It is poscible to plen

for this increased intake without a massive outlay in capital

i TR o 57 (N ERE
expendltureﬂ L mS | _.5_-}#‘4” i Jt.--l‘ /
1 [" {r':-? f'.\._E Ll
At the sane time it is necessary to intensify the training

of medical assistants in order to achicve a similar ratio i.e.
1:5000 by 2000 A.Ds (Table 4)e This implies that for the next
decade priority in health manpower development in Ghana must shift
from physicians to physician assistants or extenders.

I must emphasise again that these suggestions are purely

personal and empiricale.

ve/4s \
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(4) Vhat is the national policy regardins the
of hizhly specialised tertiary care unitis

these be developed on a national basic or

vroject by neicshbouring friendly countrieut

I believe the Univercities have a role to play in

answers to these questions.

creation
and mign®

~ - L o
ag & joint

finding: %.e
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Dr. E1 Neil Implementation of the conference recommendations shall be
handled by the pgssociation of African Medical Schools.
A formal invitation will be extended for April 27, 1975\
meeting to participants of the conference.
It was moved that letters be written by Dr. Grigsby to the
Associntion confirming the invitation to include Howard University
and Caribbean schools as well as othar health team members and
other professional bodies.
A motion was made by Dr. Grigsby and passed to:
Recommend action on a university pilot project to study
the impact of health teams on health problems of countries
with large Black populations.
Dr. Poindexter- It was moved and passed that the proceeding of this meeting be
published and distributed to all participants.
Thanks for the invitation to the conference were extended
by Dr. Thompson of Nigeria to Howard University, USAID, African
American Scholars Council and PAHO, for the African nations

represented,

Dean Mann made concluding remarks and closed the conference at

12:00 pM.

Wy



Nos

X 10°

Physicians
Nurses

Midwives

362

P

57

Year

Numbers of Physicians, Nurses(Professional) and Midwives

in Ghana (1952, 1972 and 1973)
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DISTRIDBUTICH O GIANATAN & NON-GHANAT
(1973)

I GIRIA

AN

et

PIYSICIANS

JURLIC SzZCeTeR

TRIVATR Smeaen

TCTATLS
Urban| Rural Urban Nural

Ghanaian 210 104 108 44 675
Fon-

Ghaneian ) 20 21 170 276

AC4 124 120 214
. o
Totels cce 543 95 |

Table 1.

a8

*ninly fereigp

"Hseiona=y

doctors
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PRCTORTICN OF HEALTH PZRSCNNEZL IN URBAN &

TURAL ARERAS TN GTANA (1973)
ISTRT BUTION

"hole SEEERT

country

Total (a) Urban (b) Rrural

(1005) a f
Physicians 951 64.4 35.6
Med. Asst. 258 22,5 77.5
flurses (Pref.)| 6,153 41,6 5844
Auxi. Nurses 2,460 37.8 62,2
Midwives 5,662 15.7 84,3
N /iidvives 1,270 53.6 46,4
Lab. Tech. 276 76.9 27,1
.,"‘LSS to TGCh. 24‘1- 80. 5 1 (j'., f’

Table 2,
|\
JL
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DOCTOR/POFULATION RATIOS

1973 FICU2ZS PROJICTED 7C 1980 AND TARGHT ¥CR 2,000 A,D.
iees b Ratio

Doctors Population Doc /pops

1973 o51 9 mill, 1:9,000
1080 1,400 11.2 nill, 1:9,000
2,000 3,600 1€.7 mill, 1:5,000
(Target) (Parpet)

Table 7.




FZDICAL .‘XSJIQT_'Z.’T,v’PO?:“LFT: UG RATIOS

1973 TIGUYS FaCJ Tt mT o eC0 ND mananT Ron 2,000 ALD,

TTENTNTY R‘mTO
VRNV -y b T AL
e TOXTICE .
e

AR Und, Ane b, /Pop.

1973 200

9 mill. 135,000

19€0 e 1.2 mill, 1:22,000

2,000 12,3 nill, 1:5,000

( Tavre 'L‘)

Tﬁ}“lc 40
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HEALTH PROBLEMS OF BLACK POPULATIONS

An Tnternational Conference on
Health Manpower Development and the Role of the University

Wrap-up Session, Report and Recommendations
Dean Marion Mann, Howard University College of Medicine

Assistant Professor James Shepperd, Recorder
Professor Margaret E. Grigsby, Conferecnce Coordinator

Group I

Dr. EI Neil Resources Problems
W.H.0,
Brazzaville 1. Projection is difficult due to political changes
Office and idecological differences.,

2. Training students to deal with changes and to'

anticipate them is necessary.

3. Recruitment for rural service and finding incen-

tives to keep workers there must be done.

4, Attitude of students to bhe compatible with the
faculties of the university. Attitude must be
worked on in secondary schools.

Group II
Dr. Kagia Roles of Health Workers
Kenya
Preventive
Curative
Administrative
Recommended: Each ministry of health and university
faculty should set standards and perform task analysis
for M.D.'s and auxiliary health workers.
Group ITT
Dr. Francis Definitions
Nigeria

1. Professional - generally acceptable for each discipline.

2. Functional - work without supervision,

\



Group III (cont'd)

3. Auxiliary - works with professional with or without
supervision.

4. Auxiliary - works with supervision.
Staffing determined by administrators and planners.

Health Educators should be drawn from the village or
other community and provide a link with PHN and community.,

All workers necd:
a. multidisciplinary training

b. need courses in management and administration

Wednesday IT

Dr. Wurapa Team Approach and Health Services Strategy
Dr. Evans
Recommended to make team approach work:
1. Establish need for team
2. Avoid cross purposes
3. Coordination of work in other institutions.

4, Public Relations

5. Statements regarding the team's ability to meet the
needs of the community.

6. Role definition is important to understand the team
function,

7. Support from the Health Department and others is vital,

Group IV

Dr., Poindexter Field Training for Auxiliary
1. Definitions - differ country to country
2. Planning estimates - figures relate to need and economics,

3. Training program - length and content vary. Attempt
should be made to shorten courses.

N



(o

Group IV (cont'd) 4. Coursc coatent depends on job task assignment.

5. Supervision of training and work is important.
Y‘ 6. Evaluation of skills provides credibility.

7. Cost Benefit/Analysis - should be done to determine
value of auxiliaries.

Health Center: Minimum staff for curative services
a. Medical Assistant and Physician Assistant
b. Community nurse
c. Health Assistant - Sanitation-preventive

medicine practitioner.

Thursday

Dr. Adetosoye 1. Dental auxiliary training should be accelerated.

2. University to broaden schedule for medical students
to include dental information and skills.

3. Preventive dentistry can be performed by auxiliaries.

Traditional Healcrs

1. Research into traditional healers should be instituted
in the university.

2. There is collaboration by scientific and traditional
healer, but no integration of traditional healer into

Homeopathic medical care.

3. Caution must be maintained regarding the efficiency of
traditional healer in cvaluation of medical problems.

Session on Increasing Health Manpower

Friday, Morning

Dr. Davidson Perspectives for increasing health manpower
Manpower development
A, Manpower provided by:
1. expanding existing teachinginstitutions

2. introducing new ones



Friday, Morning (cont'd)

Moved

Dean Mann

Passoed

B. Question of type should be examined in the light of
the nceds and constraints of the system for delivery
of health care,
C. Extent of coverage should be seriously considered.
D. The use of community leaders is of paramount importance.
University's Role:
1. Must be greater effort on the part of policy makers in
government and university to break with tradition in
who provides what health service.
2. University must be receptive to change.

A\

3. University should be more practical and bold in
enlightening government and collaborating with the
community.

4. Self reliance should be encouraged and not total
reliance on external aid.

5. University should not lag behind or be too far ahead
of govermment in terms of national development but
must be just a step ahead, always maintaining open

communication channels.

Other Recommendations

That this house, should for the purpose of the post-conference
action on the problems delineated during the deliberations,
establish a team, based mainly on the universities of the various
regions of the conference member nations, to look into the pro-
blems and to serve as a body that will be a link between the
various countries.

Howard University will serve as a reservoir of information and
expertise as well as manage the affairs for the American participa-
tions. Dr. Grigsby the coordinator of this conference will name
the multidisciplinary committee to carry on the work of this

conference,





